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ATYPICAL PNEUMONIA 


WESLEY W. SPINK, M.D. 
University of Minnesota Medical School 


Minneapolis, Minnesota 


ONSIDERABLE attention has been focused 

in recent years upon a type of pneumonia 
of doubtful etiology. Apparently, physicians in 
various parts of the country in civilian and mili- 
tary practice have encountered a considerable num- 
ber of cases occurring sporadically and in epi- 
demics. Failure to establish a diagnosis of bac- 
terial origin has given rise to the terms of 
“atypical” pneumonia, or “virus” pneumonia. 
Whether or not a new clinical entity has been 
introduced within the last decade is not known. 
Reimann is of the opinion that the syndrome has 
occurred in the past, and its common recognition 
at present is due to the more frequent use of 
x-ray films for diagnostic purposes, the common 
use of precise bacteriological methods in the diag- 
nosis of pneumonia, and the control of pneumo- 
coccic pneumonia with chemotherapy. Further- 
more many of the cases of atypical pneumonia 
in the past may have been labelled as broncho- 
pneumonia or capillary bronchitis. 


The clinical features of atypical pneumonia 
appear to follow a general pattern, but there 
may be confusing variations from individual to 
individual, and also in patients in different geo- 
graphical areas. The incubation period is not 
definitely known. The onset of illness is usually 
gradual with the patient exhibiting a feeling of 
malaise, chilly sensations and headache. In some 
instances, the headaches have been quite severe, 
and body aches and pains have been prominent 
complaints. Sore throats are not of particular 
significance. A cough may be most distressing, 


\ résumé prepared at the request of the Editor. 
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either nonproductive or resulting in a mucoid, 
tenacious or purulent sputum. Rusty or frankly 
bloody sputum is not encountered, but blood 
streaked sputum has been observed. An outstand- 
ing feature of several patients seen at the Uni- 
versity Hospitals has been the presence of an 
irritating and almost constant nonproductive 
cough, which if untreated leaves the patient ex- 
tremely uncomfortable and exhausted. Pleuritic 
pain occurs very infrequently. Perhaps the most 
outstanding features on physical examination are 
the minimal or absent changes in the chest 
when compared to the roentgenographic findings. 
Careful examination of the chest may elicit a 
diminution of the percussion note and breath 
sounds over the involved areas, and the presence 
of occasional moist rales. The roentgen film 
commonly reveals.a patchy type of infiltration, 
although a lobar distribution has also been noted. 
The latter lesion may or may not be associated 
with varying degrees of atelectasis. The leuko- 
cyte count is usually within a normal range, 
through leukopenia has been encountered in some 
cases. Leukocytosis may occasionally be demon- 
strated after several days of illness. The clinical 
course and duration of the disease vary. Brady- 
cardia has been observed frequently. The tem- 
perature may be only slightly elevated, depend- 
ing upon the severity of the illness. On the other 
hand, an appreciable rise in temperature may 
mark the onset and continue for ten days to 
three weeks, and then gradually decline by lysis. 
Chills are not an uncommon occurrence. An 
acutely ill patient frequently exhibits cyanosis 
and dyspnea. The individual with a mild form 
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of the disease convalesces rapidly, but a return 
to a normal state of well-being may be pro- 
longed for several weeks in the more seriously ill 
patients. The mortality rate is extremely low, 
and complications are rare. The latter include 
sterile pleural effusions and thrombophlebitis in- 
volving the leg vessels. 


Atypical pneumonia also occurs in infants and 
young children. Dr. John Adams and his asso- 
ciates' in the Department of Pediatrics at the 
University of Minnesota have described two 
epidemics of respiratory infections occurring in 
infants up to thirty-two weeks of age. The out- 
standing clinical features were cough, cyanosis 
and dyspnea. Pulmonary lesions, particularly 
of the upper lobes, were observed. The mortality 
rate for the whole group was 20 per cent, but 
a rate of 82 per cent occurred in the prematurely 
born infants. Highly suggestive evidence would 
indicate that the epidemics were due to a virus. 


In the great majority of cases of atypical pneu- 
monia, no etiological agent has been identified. 
The sulfonamides have been given to a consider- 
able number of patients by competent investiga- 
tors, and there is general agreement that the 
drugs do not possess any specific therapeutic 
value. Nevertheless, physicians confronted by 
acutely ill patients with evidence of pneumonia, 
and a febrile course that may extend two to 
three weeks in duration, have prescribed one of 
the sulfonamides. Since toxic reactions due to 
the sulfonamides are most likely to occur after 
the seventh day of chemotherapy, on many oc- 
casions the course of a patient’s illness has been 
punctuated by drug reactions such as fever, chills, 
a skin eruption, and renal complications. There- 
fore, any one who elects to administer a sulfona- 
mide for several days may find himself in the 
dilemma of not having altered the natural course 
of the disease, and of precipitating the patient 
into a more serious sequence of events because 
of the drug. On the other hand, pneumonia of 
pneumococcic origin may present an atypical clin- 
ical picture, and the patient may not yield a satis- 
factory specimen of sputum for diagnostic pur- 
poses, or laboratory facilities may not be readily 
available for a bacteriological diagnosis. It is 
well established that sulfonamide therapy is def- 
initely indicated in patients with pneumococcic 
pneumonia. Therefore, it is the policy at the 
University Hospitals to give the acutely ill patient 
having a high fever and evidence of pulmonary 
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infiltration the benefits of sulfonamide therapy for 


cos! 
thirty-six to forty-eight hours. Full therapeutic beer 
doses of sulfadiazine or sulfathiazole, as advo- pig’ 
cated for the treatment of pneumococcic pneu- lym 
monia, have been used. The average case of the 
pneumococcic pneumonia will show a desired re- pne 
sponse to such therapy within this period of ly, 
therapy. If the patient has not improved in this res 
time, and diagnostic procedures such as blood cul- is § 
tures and sputum examinations do not reveal a ma 
bacterial origin for the illness, sulfonamide pn 
therapy is discontinued. But if prompt improve- in 
ment in the patient’s condition follows shortly tio 
after sulfonamide therapy has been started, treat- hu 
ment is extended for a few more days until a se 
normal temperature is established. The practice an 
of prescribing smaller prophylactic doses of a 
sulfonamide as long as the patient has fever has of 
been omitted. Sulfonamide therapy is not insti- ha 
tuted in patients having a low-grade fever, al- T 
though a pulmonary lesion may be present. th 
With no specific treatment available, attempts id 
should be made to keep the patient comfortable. : 
di 


If a moderate degree of cyanosis or dyspnea is 
present, oxygen therapy is indicated. The dis- . 
tressing cough should be controlled with opiates 
if necessary. Sedation with small doses of one 
of the barbiturates should be instituted. And 
finally, meticulous nursing care should be made 
available. 


Several attempts have been made to identify 
the causative agent of atypical pneumonia. These 
efforts have been accompanied by interesting and 
significant results. The virus of epidemic influ- 
enza may produce pulmonary lesions, but avail- 
able evidence would indicate that only a relatively 
few cases of atypical pneumonia up to the present 
have been caused by this virus. It has been 
known for a number of years that the virus of 
psittacosis may cause an atypical form of pneu- 
monia. It has also been recognized that birds of 
the psittacine group such as parrakeets (love 
birds), parrots, cockateels, and so forth, are car- 
riers of this virus. Recently, Meyer and his 
group’ have pointed out that other species of 
birds may harbor the virus. It is now established 
that pigeons in apparent good health may carry 
the virus, and act as a source of human infections. 
Smadel’ of the Rockefeller Institute has recently 
shown that ten of forty-five cases of sporadic 
atypical pneumonia occurring in large urban 
populations were caused by the virus of psitta- 
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cosis. Several of the patients, but not all, had 
been exposed either directly or indirectly to 
pigeons. It is of interest that the virus of 
lymphogranuloma venereum is closely related to 
the virus of psittacosis, and a few cases of atypical 
pneumonia have been caused by the former. Rare- 
ly, the virus of lymphocytic choriomeningitis may 


result in atypical pulmonary infiltrations. There 
is some evidence that the virus of cat pneumonitis 
may be the source of human cases of atypical 
pneumonia. Quite recently, Eaton and his group? 
in California have isolated an ill-defined infec- 
tious agent of low virulence for cotton rats from 
human cases of atypical pneumonia. Similar ob- 
servations have just been reported by Horsfall 
and his associates* of the Rockefeller Institute. 

Another interesting development is the isolation 
of a filter-passing rickettsia from human beings 
having an acute febrile illness with pneumonitis.* 
The term “American Q fever” has been given to 
this syndrome, because the etiological agent is 
identical with a species of rickettsia identified in 
Australia. The Australian investigators have 
described a human illness due to this organism 
and have called it Q fever. 

It is becoming more and more apparent that 
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atypical pneumonia is probably a disease due to 
a number of different etiological agents. It is 
not unlikely that the majority of cases are of 
virus origin. Since only a few laboratories with 
highly trained personnel are in a position to carry 
out precise diagnostic investigations as to the cause 
of atypical pneumonia, it is suggested that prac- 
ticing physicians and institutions utilize the 
terminology recommended by the Surgeon Gen- 
eral of the U. S. Army; that is, “primary atypical 
pneumonia, etiology unknown.”® The ‘term 
“virus pneumonia” should be reserved for those 
cases where a virus has been demonstrated as the 
causative agent. 
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NEUROLOGICAL COMPLICATIONS ASSOCIATED WITH 
SPINAL ANESTHESIA (Eight Cases) 


E. M. HAMMES, M.D. 
Saint Paul, Minnesota 


A SYMPOSIUM on anesthesia is appropriate 
at this time. It is just one hundred years 
ago that an anesthetic was used successfully for 
the first time in surgery. In ancient times, Egyp- 
tian surgeons used pressure on blood vessels and 
nerve trunks to block sensation peripherally, and 
the Greeks and Romans employed opium and 
mandragora in wine to alleviate the suffering 
during operations. On March 30, 1842, Dr. 
Crawford Long,** of Jefferson, Georgia, removed 
a small tumor from the neck of a patient, to 
whom ether (three hundred and two years after 
its discovery and forty-seven years after it was 
first used medicinally) had been administered as 
an anesthetic. However, it was not until 1846, 
when Doctors Bigelow and Warren® demonstrated 
its use for surgical purposes, before a large au- 


From the Department of Neuropsychiatry, Medical School, 
University of Minnesota. Part of a Symposium on Anesthesia, 
presented at the annual meeting of the Minnesota State Medical 
Association, Duluth, Minnesota, June 30, 1942 
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dience at the Massachusetts General Hospital at 
Boston, that it gradually became employed to 
make modern surgery possible. In 1847, Simp- 
son,”> in Edinburgh, introduced the more rapidly 
acting chloroform. In 1879 and again in 1901 the 
British Medical Society** published a report con- 
demning its indiscriminate use. In 1872, Ore,'* 
of Lyons, injected a chloral hydrate solution in- 
travenously, and thus was the first one to use 
this method for anesthetic purposes. 


In 1884 Halsted** introduced local anesthesia 
by injecting cocaine intradermally. Corning* pub- 
lished his first report on spinal anesthesia in 
1885, when he injected cocaine hydrochlorate in 
the immediate neighborhood of the spinal cord. 
Experimental studies and clinical observations 
have greatly improved this method. By refine- 
ment in technique and safer and less toxic an- 
esthetics, spinal anesthesia has become one of the 
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methods of choice for many surgeons.?*?# Some 

workers believe that the associated complications 
can be avoided in most cases. Vehrs,”* referring 
to novocaine, states that none of the complica- 
tions encountered are due to the novocaine or to 
the method, but is either inherent in the disease 
or due to poor technique. In a series of 3,000 
cases, Foss and Shwalm' did not observe the 
slightest evidence of peripheral neuritis or sen- 
sory or motor disturbances. Lundy”* suggests 
that many of the accidents following the use of 
spinal anesthesia in man are due to factors other 
than the action of the anesthetic agent, and that 
it seems probable that when paralysis follows 
the use of ordinary doses of a spinal anesthetic, 
the spinal cord was previously diseased. Koster 
and Kasman** were unable to demonstrate any 
pathologic changes in the spinal cord of autumn 
frogs or in human cords after spinal anesthesia. 
Davis and his co-workers,’® on the other hand, 
believe that the various spinal anesthetics are 
both hemolytic and myelitic. In experimental 
studies on dogs, they found a varying degree of 
inflammatory reaction in the leptomeninges, which 
was constantly present; also passive changes in 
the ganglion cells of the gray matter of the cord, 
swelling and fragmentation of the axis cylinders 
and signs of degenerative changes in the fiber 
tracts of the cord, which were not pronounced 
after ninety days, and probably not permanent. 
Haven™* found a similar inflammatory reaction 
of the meninges, which in the older animals 
reached a stage of fibrotic scarring. 

Spielmeyer*? obtained similar degenerative 
changes in the spinal cord itself with stovaine, 
and states that these reactions were due to con- 
tact effect of the drug on the myelin sheaths. 
Lundy* and his coworkers report similar degen- 
erative reactions in dogs with procaine hydro- 
chloride. Lindemulder®* noted similar results 
with apothesine in two patients with postmortem 
findings, and pointed out the toxic effect of 
spinal anesthetics on the spinal cord and spinal 
nerve roots. 


Behrens and Riggs‘ emphasize that marked cir- 
culatory depression by paralysis of the nerves 
which control vaso-constriction can be produced 
by spinal anesthesia. Watter?® reports a case of 
hemiplegia following a spinal anesthetic of neo- 
caine and nupercaine, and states that anoxia due 
to impaired circulatory efficiency was a precipi- 
tating factor. Critchley® reported a similar case 
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of a few hours’ duration, probably caused by a 
cerebral spasm or small thrombus, due in part to 


an associated vascular disease. Hayman and 
Wood” suggest that abducens paralysis following 
spinal anesthesia is not due to the toxic effect of 
the drug but probably due to a disturbance in 
dynamics of the spinal fluid. : 

A wide variety of neurological complications, 
either immediate or remote, mild or severe, may 
follow spinal anesthesia. Some undoubtedly are 
not recognized; many are not reported in the 
literature. In Ashworth’s' series of 202 cases, 
he observed four cases with neurological sequele. 
Lindemulder, in eleven consecutive cases for pros- 
tatectomy with spinal anesthesia (apothesine), 
noted in three cases persistent leg pains for sev- 
eral months, with two deaths, twelve and twenty 
days postoperative. Barrie* reported eleven cases 
of meningitis, with one fatality, following spinal 
anesthesia. This could not be attributed to the 
drug but probably to contaminated water from a 
Berkefeld multiple filter. Critchley® reported 
eight patients with urinary retention, all in the 
sixth and seventh decade, except one woman, 
aged 40. Three of these showed clinical im- 
provement within a few weeks; in four others, 
however, the symptoms persisted without aggra- 
vation up to the time of death. He believes that 
this syndrome is due to a noxious effect upon 
the cauda equina and conus medullaris, directly 
due to the anesthetizing substance. Ferguson™ 
reported thirteen cases following durocaine or 
strovaine spinal anesthesia. In a thorough review 
of the literature, comprising over 60,000 cases 
of spinal anesthesia, Light? and his coworkers 
listed as sequela: (1) headaches; (2) sensory 
disturbances; (3) cranial nerve involvement, 
especially the 6th; (4) impaired bladder and rec- 
tal function. They also noted other more serious 
spinal root and cord disturbances. 

Preexisting disease of the central nervous sys- 
tem is given as a definite contraindication to 
spinal anesthesia. It is a well-recognized fact 
that cerebral trauma of variable degree may pre- 
cipitate, aggravate or accelerate the degenerative 
process of general paresis or cerebral arterio- 
sclerosis.2° Organic diseases of the spinal cord 
may be similarly affected.***° Spinal anesthesia 
may likewise precipitate or aggravate a preexist- 
ing spinal cord disease that would have come on 
gradually at a later period, or would have pro- 
gressed less rapidly if the spinal anesthetic had 
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not been given. The depressing effect on the cir- 
culation and the hemolytic and myelitic action of 
the toxic drug evidently hasten the degenerate 
process and increase the clinical symptoms, Many 
patients are still subjected to this unnecessary 
risk. In acute surgical emergencies, where the 
time element is so important, occasions may arise 
where it seems excusable. In cases where ample 
time and opportunity for careful study are avail- 
able, a spinal anesthetic should not be admin- 
istered. A history of a previous organic central 
nervous system disease or a careful rieurologic 
examination revealing any cerebral or spinal cord 
disease are definite contraindications. 


The following five cases are illustrative: 

Case 1 (combined sclerosis of the spinal cord)—A. 
N., female, aged forty-eight, referred by Dr. C. C. 
Chatterton of Saint Paul, had suffered from pernicious 
anemia for five years. Her hemoglobin had varied be- 
tween 45 and 92 per cent and red blood count between 
2,100,000 and 4,820,000, with a typical blood smear and 
gastric findings, under liver therapy. She had no 
neurological complaints during this entire period ex- 
cept for occasional numb sensations in both feet. At 
the time of operation for a benign ovarian tumor, the 
hemoglobin was 82 per cent; red blood count 4,200,000. 
The neurological examination was negative except for 
moderately increased knee-jerks: No record of a sen- 
sory examination was noted on the hospital sheet. The 
operation was uneventful and was performed under 
spinocaine spinal anesthesia at the third lumbar inter- 
space. She stated that at the time of the injection it 
felt as if the needle was piercing some nerves; sharp 
shooting pains radiated down the legs and the legs felt 
as if they were drawing up. The surgical convalescence 
progressed satisfactorily. On the third postoperative 
day, she developed a dull aching pain in both legs and 
some numb sensations in her hands. This continued and 
eleven days later, when she attempted to get up, she 
was unable to walk without assistance because of lack 
of balance and because she “could not tell where she 
put her feet.” She has been unable to walk without as- 
sistance since that time. She also developed some blad- 
der disturbances. I first saw her one year after her 
operation and she presented a typical picture of a com- 
bined sclerosis of the spinal cord. The cranial nerves 
were normal. Both upper extremities were normal ex- 
cept for an ataxia with the finger to nose test, and 
impaired tactile, pain and vibratory sense on the palmar 
and dorsal surface of both hands. The Romberg was 4 
plus. Her gait was ataxic and she could walk only 
with assistance. Both knee and ankle jerks were 3 
plus, a bilaterally positive Babinski and ankle-clonus 
were present. Tactile and pain sense were diminished 
from the level of the umbilicus down, including both 
lower extremities, where position and vibration sense 
were also lost. 

Her hemoglobin was 84 per cent; red blood count 
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4,500,000; leukocytes 7200; gastric analysis normal ex- 
cept for the absence of free hydrochloric acid. Her 
blood Wassermann was negative; spinal fluid clear, 
pressure 170 mm. water, no bloc, globulin a trace, cells 
17 lymphocytes, Wassermann and colloidal gold nega- 
tive, quantitative protein 38 mg. per 100 c.c. basal me- 
tabolism —15, blood pressure 140 systolic, 80 diastolic. 
There was no further improvement under liver therapy. 
Legal action was instituted by the patient and a settle- 
ment was made out of court. 


In this case the clinical neurologic syndrome 
and presumably the degenerative changes in the 
spinal cord progressed more rapidly than is 
usually encountered in combined sclerosis asso- 
ciated with pernicious anemia. It would seem 
that the toxic effect of or the circulatory changes 
produced by the spinal anesthetic were at least 
in part responsible for this fairly acute develop- 
ment. All cases of pernicious anemia should be 
considered as potential combined sclerosis of the 
spinal cord when determining what anesthesia to 
use. This case well illustrates the danger of 
medico-legal complications in organic neurological 
disease, where a spinal anesthesia is employed. 


Case 2 (multiple sclerosis).—C. L., female, aged twen- 
ty-nine, had her first attack of diplopia on Sep- 
tember 20, 1937, of one month’s duration, with recovery. 
She remained well until August 16, 1938. On awaken- 
ing that morning she noticed marked “prickly sensa- 
tions” in both feet, which extended to the knees within 
three days, and her gait became somewhat awkward. 
Examination on August 21, 1938, was negative through- 
out except for absent left abdominal reflexes, moderate 
hypertonicity of both lower extremities, a left positive 
Babinski, and indefinite sensory impairment over both 
feet. All laboratory findings were normal except the 
spinal fluid. The ‘spinal fluid was clear, pressure 160 
mm. water, no bloc, 12 cells, negative Wassermann, col- 
loidal gold curve 3332100000, quantitative protein 70 mg. 
per 100 c.c. A diagnosis of multiple sclerosis was made. 
Her symptoms subsided after five weeks, except for a 
positive left Babinski. She remained well until March, 
1939, when she had a recurrence of her previous symptoms 
with diplopia, numbness of her left hand and vertigo. 
She again recovered clinically, and during her entire 
illness was able to continue with her work as a sten- 
ographer. She remained well until January 12, 1942 
(almost three years), when she had an attack of acute 
appendicitis. An appendectomy was performed under 
spinal anesthesia. Novocaine crystals 130 mg. in 2 c.c. 
spinal fluid were injected in the third lumbar inter- 
space. Because of the urgent need for immediate oper- 
ation, the surgeon had not obtained her previous neuro- 
logical history. The operation and surgical conva- 
lescence were uneventful. On the fourth postoperative 
day she complained of diplopia, weakness and numb- 
ness of both lower extremities and difficulty in voiding. 
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Examination on the sixth postoperative day revealed 
that the patient was somewhat depressed and emo- 
tional. ;All cranial nerves were normal except for a 
paresis of the left abducens. The upper extremities 
were negative except for a bilateral intention tremor. 
All abdominal reflexes were absent. The right lower 
extremity was hypotonic, muscle strength greatly re- 
duced, knee and ankle-jerks diminished, no clonus, nor- 
mal plantar response. The left lower extremity was 
spastic and ataxic, knee and ankle jerks increased, Bab- 
inski positive. Sensation was normal over the face, 
trunk and both upper extremities. Over the entire right 
leg, from Poupart’s ligament down, tactile, pain and 
temperature senses were markedly impaired. The out- 
er surface of the left thigh was similarly involved. 
She also had urinary incontinence. The spinal fluid was 
clear, pressure 165 mm. water, no bloc, 4 cells, Was- 
sermann negative, colloidal gold curve 2344310000, quan- 
titative protein 52 mg. per 100 c.c. Her condition has 
remained the same, with very little change in the clin- 
ical picture. 


Two similar cases of multiple sclerosis, in 
which the symptoms appeared to progress rather 
rapidly following a spinal anesthesia were ob- 
served at the Mayo Clinic.?* Critchley® reported 
a case of a male, aged twenty-eight years, who 
for several years had attacks of vertigo. These 
improved to such a degree that he was able to 
join the regular Army. He was operated upon 
for a derangement of the knee joint, under spinal 
anesthesia. On the third postoperative day he de- 
veloped a retrobulbar neuritis, and some time lat- 
er a typical multiple sclerosis. It is difficult to 
evaluate the causative relationship in these cases. 

Although multiple sclerosis has its remissions 
and exacerbations without any definite cause, it 
seems significant that the progress of the disease 
in each instance was unusually rapid and marked 
following spinal anesthesia. 

Case 3 (tabes)—F. B., male, aged _ thirty-seven, 
was referred by Dr. H. B. Zimmerman, Saint 
Paul. His family and personal history were neg- 
ative and he had no previous preoperative neurological 
manifestations. He was admitted to the Miller Hos- 
pital on April 27, 1938, with an acute abdomen. With- 
in a few hours a gangrenous appendix was removed 
under spinal anesthesia, 150 mg. novocaine in 3 c.c. of 
spinal fluid at the third lumbar interspace being used. 
The postoperative and surgical convalescence were un- 
eventful. On May 2, the fifth postoperative day, the 
patient complained of numbness and severe shooting 
pains in both lower extremities, with some impairment 
of bladder control. Neurological examination at this 
time revealed pupils equal and round, very sluggish 
to light, absent knee and ankle jerks, no clonus, nor- 
mal plantar response, muscle strength normal, no nerve 
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trunk tenderness, ataxia with the knee heel test, Jy 
both lower extremities, tactile, pain and POSITION senses 
were impaired. After he was able to get up, the Rom- 
berg was positive and his gait was ataxic. Hemoglobin 
was 8&2 per cent, red blood count 4,620,000, leukocytes 
8,400; urine normal; blood pressure 120 systolic, —7) 
diastolic; blood Wassermann 4 plus. The spinal fluid 
was clear, pressure normal, 12 cells (lymphocytes), glo. 
bulin trace, Wassermann 4 plus, colloidal gold curve 
2343210000. Under antileutic treatment, he made Satis- 
factory improvement, so that after four months he was 
able to return to his occupation as a clerk. He con. 
tinued treatment and the tabes has become stationary, 


Case 4 (general paresis).—C. M., male, aged fifty- 
nine years, was admitted to the surgical service at the 
Ancker Hospital, Saint Paul, on January 19, 1942, His 
personal history was negative except for marked alco- 
holism, until 1939, and a right inguinal hernia of six 
years’ duration. The neurological examination was neg- 
ative except that both pupils were irregular in outline, 
The light reflex in the right pupil was normal; in the 
left there was only a slight response. The mental ex- 
amination revealed no abnormalities and he appeared 
normal during his two preoperative days at the hospital. 
On January 21, 1942, at 9:45 am. a right inguinal 
herniorrphy was done, under spinal anesthesia. Novo- 
caine crystals, 150 mg. in 2 c.c. of spinal fluid, were in- 
jected at the level of the third lumbar interspace. The 
operation was uneventful and the patient was returned 
to the ward in good condition. He was normal mentally 
until about 6 p.m., eight hours postoperative. He then 
became irrational, noisy, disoriented and extremely 
restless. He refused to stay in bed. The following day 
restraints were necessary; he refused to eat, became 
abusive and profane. He appeared terrified because he 
thought someone was trying to kill him. His phychosis 
continued. On January 28, 1942, he was examined by 
Dr. George Ruhberg, of the Neuropsychiatric Depart- 
ment, and a diagnosis of probable general paresis was 
made. Examination on February 1, 1942, was negative 
except for irregular and sluggish pupils and moderately 
increased knee jerks. He was noisy, profane and ramb- 
ling in his conversation, would not answer questions, 
had involuntary urine and stool. He was given two 
intravenous injections of 3 gm. tryparsamide. On Feb- 
ruary 9, 1942, he developed a bronchopneumonia, with 
a temperature of 104 for six days, then gradually re- 
covered from the pneumonia. There was no improve- 
ment in the psychosis after the tryparsamide injections 
or after the period of hyperpyrexia. He developed an 
exfoliative dermatitis, which gradually subsided. He had 
been given tryparsamide, sulfathiazole and sodium lu- 
minal in large doses. His psychosis progressed and within 
six weeks he presented a dementing type of general 
paresis. On March 6, 1942, he was committed to the 
State Hospital for the Insane. On January 20, 1942, 
his hemoglobin was 74 per cent; red blood count 4,040,- 
000; leukocytes 8,100; urine normal; blood pressure 130 
systolic, 60 diastolic. On January 23, 1942, his blood 
Wassermann was 4 plus. On February 4, 1942, the 
spinal fluid was clear, contained a trace of globulin, 16 
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These two cases of syphilis of the central ner- 
vous system, both precipitated following spinal 
anesthesia, emphasize the importance of careful 
neurological examination. Suggestive signs, such 
as sluggish pupils, warrant delay until laboratory 
studies have been completed before determining 
the anesthetic to be selected. 

We have observed several patients with tabes 
and one with cerebral vascular syphilis, who did 
not show any increase in the neurological syn- 
drome following spinal anesthesia for abdominal 
surgery. Clinical experience would suggest that 
some other type of anesthesia would be accom- 
panied with less risk. 

Another interesting organic neurological pa- 
tient, who was examined last winter, developed 
further neurological complications following 
spinal anesthesia. This man, aged seventy, had 
an apoplectic attack, with a left hemiplegia, eight- 
een months previously. After a prostatectomy 
under metacaine spinal anesthesia, he developed 
a severe radiculitis with a flaccid paraplegia. 

The following three cases did not manifest any 
preoperative neurological symptoms or signs. 


Case 5 (chronic adhesive arachnoiditis, with prob- 
able ascending myelitis)—M. J., female, aged twenty- 
one, was referred by Dr. R. F. Mears, Northfield, 
Minnesota, on February 10, 1942. Her personal his- 
tory revealed that since May, 1941, she had had re- 
peated attacks of right lower abdominal pain, accom- 
panied by a low grade temperature and a leukocytosis 
around 9500. On October 15, 1941, she was given a 
spinal injection of 0.5 c.c. of 20 per cent metacaine di- 
luted in 3.5 c.c. spinal fluid in the third lumbar inter- 
space. The spinal fluid was normal in color. Within 
ten minutes her respiration ceased. Artificial respir- 
ation was resorted to and an intravenous injection of 
3 cc. of metrazzol was administered. After forty-five 
minutes she appeared normal. She complained of 
numbness and weakness of the left leg and.some diff- 
culty in starting the flow of urine. This gradually im- 
proved. 

On October 20, under nitrous oxide and ether anes- 
thesia, a subacute appendix and a large cystic and de- 
generated ovary were removed. The surgical progress 
was uneventful. Numbness and weakness of the left 
leg continued for several weeks, with absent knee and 
ankle jerk. This gradually improved. By the middle 
of December, she was able to walk quite normally ex- 
cept for a slight limp of her left leg and some numb- 
ness of the left foot. Marked constipation was pres- 
ent. During the last week in December, she developed 
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considerable low back pain and her left leg gradually 
became weaker. Dr. Mears reported that examination 
on January 8, 1942, revealed that the left leg was 
hypotonic, the knee and ankle jerks absent, and there 
was impaired tactile, pain and temperature sense of 
the entire leg. In the right leg, knee and ankle jerk 
were moderately increased, sensation normal. 

On January 30, she sustained a third degree burn 
over her sacral region, without any pain or discomfort. 
The weakness in her left leg gradually became more 
pronounced and she again developed difficulty in start- 
ing her urine. At about this time, involuntary contrac- 
tions of the muscles of her left leg were observed. She 
stated that her right leg felt‘and functioned normally. 
Examination on February 10, 1942, revealed a well- 
nourished female, pulse 100, temperature normal. All 
cranial nerves were normal; upper extremities were 
negative except for a fine tremor, some cyanosis and 
hyperhidrosis of both hands. The upper abdominal re- 
flexes were normal; lower were absent. The Romberg 
test was positive. She walked with a marked limp. The 
right leg was somewhat spastic, knee and ankle jerks 
increased, Babinski positive, no clonus. The left leg was 
hypotonic, muscle’ strength somewhat decreased, 
definite absent knee and ankle jerks, no 
plantal response, no nerve trunk tenderness or vaso- 
motor or trophic changes. Occasional involuntary mus- 
cular contractions occurred. Sensation was normal over 
the face, both upper extremities and the trunk to a 
level of the eleventh dorsal segment. Over the remain- 
der of the trunk, tactile, pain and temperature sense 
were impaired. Over the entire right leg, tactile, pain 
and temperature sense were impaired; position and vi- 
bration sense were normal. Over the entire left leg 
all forms of sensation were lost. There was a third 
degree sloughing burn over the sacrum. 


ataxia, 


Her urine was normal except for a few pus cells, 
hemoglobin 8&4 per cent; red blood count 4,700,000; leu- 
kocytes 8,200; blood pressure 120 systolic; 70 diastolic; 
blood Wassermann negative. On February 11, 1942, a 
spinal puncture in the recumbent posture was attemped, 
but no fluid obtained. In the sitting posture, the spinal 
fluid was under decreased pressure, with a definite bloc. 
Eight drops were obtained in two minutes. The fluid was 
clear, slightly yellowish; the Wassermann was neg- 
ative. She was discharged from the hospital on Feb- 
ruary 21, 1942, and readmitted on March 16, 1942. 
During the interval, her symptoms had increased, she 
was unable to walk, had great difficulty in voiding, the 
involuntary contractions in both legs had become so 
pronounced that occasionally her left knee would strike 
the abdomen. The right leg had become very spastic, 
with a definite patellar and ankleclonus, and her sensory 
level at this time had risen to the eighth dorsal seg- 
ment. The sloughing area over the sacrum was healing 
satisfactorily. Five drops of clear, xanthochromic spi- 
nal fluid were obtained by spinal puncture, in the sitting 
posture. This coagulated spontaneously. 

On March 24, 1942, Dr. H. O. Peterson, roentgenol- 
ogist, injected 4 c.c. of lipiodol in the third lumbar in- 
terspace, and reported the characteristic changes de- 
scribed in arachnoiditis (Fig. 1). An.attempt was made 
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to remove the lipiodol by the Kubik and Hampton? 
method but only 2 c.c. were obtained. The remainder 
was infiltrated between the adhesions and could not be 
removed. The patient was discharged from the hos- 
pital on March 26, 1942, without any change in the 





Fig. 1. 
nd A interspace. 
The outline of the canal at the level of the fifth lumbar 


LirropoL MyeLocrapHy: 4 c.c. injected at third 


vertebra is slightly irregular but there is no obstruction. There 
is complete obstruction to the flow of the lipiodol at the level 
of the second lumbar vertebra. The obstructed end is very 
irregular with the obstruction being most marked on the right 
side, where it begins at the level of the third lumbar vertebra. 
The appearance is fairly characteristic of the changes described 
in arachnoiditis with marked adhesions and obliteration of the 
subarachnoid space. Myelogram after removal of 2 c.c. 
lipiodol (Kubich-Hampton method). The remainder was infil- 
trated between the adhesions and could not be removed. 
C. Spinal puncture needle. 


clinical syndrome, and without any apparent reaction 
from the lipiodol injection. On May 15, 1942, she was 
operated on by Dr. G. S. Baker, Mayo Clinic, who 
kindly submitted the following report: 

“There was complete anesthesia for all forms of stim- 
uli below the &th thoracic segment and we were un- 
able to obtain any cerebrospinal fluid, 
spinal canal was entirely dry. 


as the lumbar 
The spines and lamine 
of the 7th, 8th and 9th thoracic vertebrae were removed 
and when the dura was opened we found that it was 
quite adherent to the arachnoid, and the cord itself, for 
the entire distance which we explored. Adhesions had 
formed all about the cord tissue. A small specimen 
of the arachnoid was removed for pathologic diagnosis 
and the tissue showed chronic fibrous arachnoiditis, 
with evidence of old blood pigment in the tissue.” 

Dr. Baker suggested that it is quite possible that 
the patient had an intraspinal hemorrhage which could 
account for the entire syndrome. At the time of her 
discharge there was no change from the preoperative 
findings. 

A report received from Dr. Mears, July 1, 
stated that her condition has remained stationary. 
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Another case of chronic arachnoiditis was observed 
a few months ago in a patient seventy-one years old, 
He had a prostatectomy under metacaine spinal anes. 
thesia, and developed a similar clinical picture and 
spinal fluid findings as the above case. However, his 
symptoms developed quite rapidly for forty-eight hours 
postoperative, after which time they became stationary, 


In all probability in these two cases, inflamma- 
tory and fibrotic changes developed in the men- 
inges of the spinal cord, due to the anesthetic, as 
has been demonstrated by Davis’® and Haven. 
An extension of this process with subsequent in- 
volvement of the spinal circulation readily ex- 
plains the clinical syndrome, 
slowly ascending myelitis. 

Brain and Russell® reported a somewhat simi- 
lar case following spinocaine anesthesia. The 
spinal fluid was normal eight weeks postoper- 
ative. He died sixteen weeks later and pathologic 
examination revealed a massive softening of the 
spinal cord, up to the twelfth thoracic segment, 
with inflammatory reaction in the pia, and peri- 
vascular changes. In Brock’s’ case, the patient 
presented a cauda equina neuritis following spinal 
anesthesia. During the next twenty-nine months 
a transverse myelitis and radiculitis developed, 
which ultimately proved fatal. The clinical course 
was characterized by long periods during which 
the condition was stationary. With subsequent 
exacerbations, higher levels of the cord became 
involved. He suggests that the original chemotox- 
ic effect on the spinal cord, by the anesthetic, may 
have devitalized the neural tissue so that other 
factors, such as a dormant virus, may become 
active and cause further involvement. 


manifested as a 


Case 6 (Toxic psychosis).—M. F., male, aged sixty- 
one, was referred by Dr. C. J. Glaspel of Graf- 
ton, North Dakota, on May 9, 1942. On March 28, 
1942, the patient developed recurrent attacks of lower 
right abdominal pain. He consulted his physician during 
the night of March 31, 1942, and was operated upon 
the following morning. A ruptured gangrenous ap- 
pendix was removed and a generalized peritonitis was 
found. The operation was performed. under spinal 
anesthesia, 2 c.c. of spinocaine in 2 c.c. of spinal fluid, 
in the second lumbar interspace. The patient ran a sep- 
tic temperature around 102 degrees F. for two weeks, 
with marked abdominal distention. During the first 
week postoperatively his blood pressure was 180 sys- 
tolic, —100 diastolic, and since them has been 140 sys- 
tolic, —90 diastolic. Following his operation he slept 
for six hours, probably due to a hypodermic of mor- 
phine. On awakening he was extremely restless and 
insisted on getting out of bed. The following day he 
was confused, disorientated and refused to take liquids. 
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He developed a marked insomnia which was not re- 


lieved by sedatives. He appeared quite toxic and de- 
veloped hallucinations of sight and hearing. He had 
loss of bladder and rectal control. He gradually de- 
yeloped short periods during which he was less dis- 
turbed. He lost about thirty pounds in weight. 

Our neurological examination on May 9, 1942, was 
normal. He was extremely restless, somewhat dehy- 
drated, had hallucinations of sight, would not an- 
swer questions, and had involuntary urine and stool. 
He had to be kept in restraint, and tube feeding was 
necessary. His temperature was normal; pulse 100. 
Hemoglobin was 90 per cent; red blood count 4,940,000; 
leukocytes 13,700; urine normal; blood Wassermann 
negative. The spinal fluid was clear, pressure 180 m.m. 
water, no bloc, one cell, Wassermann and colloidal gold 
curve negative, quantitative protein 45 mg. per 100 c.c. 
He improved physically, gained in weight, and became 
somewhat clearer mentally. He continued to have in- 
voluntaries and refused to eat. About June 1, 1942, 
he developed four carbuncles, located around the gluteal 
region, with some temperature and a leukocytosis of 
21,500. The carbuncles continued over a period of one 
month, with new ones appearing. His mental status 
gradually changed, his hallucinations subsided and he 
developed a characteristic Korsakoff’s psychosis.* This 
case presents a typical syndrome of a toxic psychosis 
secondary to the acute abdominal infection. This would 
have developed regardless of the type of anesthesia em- 
ployed. 


Summary 


Eight cases of neurological complications asso- 
ciated with spinal anesthesia are reported, six of 
which are described in detail. 

Five cases of preoperative organic neurolog- 
ical disorders were aggravated following spinal 
anesthesia. A complete personal history and 
thorough preoperative neurological examination 
will assist in eliminating this unnecessary risk. 

Although no definite conclusions can be drawn 
as to the causative relationship, these cases defi- 
nitely demonstrate that the chemotoxic effect of 
the various spinal anesthetics aggravate preéxist- 
ing neurological diseases. 

Serious complications in individuals neurolog- 


*He was discharged from the hospital on August 14, 1942, 
and returned home. On September 20, 1942, Dr. Glaspell re- 
ported that he was slowly improving, but still confused and 
disinterested. 
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ically normal are relatively infrequent and in 
properly selected cases spinal anesthesia still 
holds an important place in the surgeon’s arma- 
mentarium. 
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TUBERCULOSIS IN WAR TIMES 


Fire is fire, no matter what the fuel, but when gaso- 
line is thrown on a flame a dangerous explosion results. 
Tuberculosis is the same disease now as in peacetime, 
but war invariably favors a flare-up of tuberculosis and 
creates new difficulties for those who must combat the 
blaze. The hard-pressed general practitioner is a sea- 
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soned fire-fighter whose aid must be enlisted and whose 
effort must be supported if smoldering tuberculosis, 
lately coming under control, is to be prevented from 
spreading into a serious conflagration. Even veteran 
firemen, however, periodically examine their equipment 
and drill themselves to increase their efficiency. 
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SPINAL ANESTHESIA—IMPORTANT PRINCIPLES 


RALPH T. KNIGHT, B.A., MLD., F.A.C.S. 


Associate Professor and Director of the Division of Anesthesia 


University of Minnesota 


marae anesthesia is one of the most helpful 
and most successful procedures which has 
ever been devised in medicine. From its early 
beginnings with the daring use of one of medi- 
cine’s most toxic drugs, cocaine, it has been 
painstakingly developed until now a number of 
much less toxic drugs are available, which possess 
such a variation in characteristics as to make pos- 
sible a very helpful choice for each individual 
case. Methods and techniques, too, have been 
improved so that with the proper application of 
them excellent anesthetic results can be obtained, 
as needed in each instance, and untoward conse- 
quences can be almost certainly avoided. I think 
one can definitely state that spinal anesthesia is a 
helpful and not a dangerous procedure, in which, 
however, one may easily do harm if he neglects 
or does not understand, certain well-recognized 
and necessary precautions. The writer believes 
this statement so completely that three years ago, 
when confronted with the necessity of having 
surgery and an anesthetic for himself, he quickly 
and unhesitatingly chose spinal anesthesia to be 
administered by an anesthetist who he was sure 
knew, considered and practiced all of the impor- 
tant details of choice and technique. Metycaine 
was used because both my anesthetist and myself 
had had much favorable and no unfavorable ex- 
perience with it, and because I had been found 
to be sensitive to procaine. I say this because 
metycaine has been criticized. 

Several of these details need especial empha- 
sis at this time: 


1. The spinal puncture. Trauma to nerve roots 
and spinal cord can be best avoided by making a 
perfect mid-line puncture, “in the middle of the 
center,” as Dr. Lundy is wont to say. To accom- 
plish this the patient must be exactly placed with 
hips and shoulders exactly perpendicular and the 
spinal column arched and straightly horizontal. 
Too often this simplest of principles is imper- 
fectly followed. The needle, after being tested, 
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should then be handled without bending and in- 
serted horizontally, and as slowly as it is possible 
to make anything move, until its point passes 
through the resistance of the ligamentum flavum 
and then of the dura. Needless to say, if the re- 
sistance of bone is encountered one must never 
push but must withdraw the needle to the sub- 
cutaneous tissues, re-survey the landmarks and 
again insert it in a corrected direction. If when 
thus slowly introduced the needle should touch 
periosteum or nerve tissue a warning is received 
before any damage is done. If, however, it is in- 
troduced too roughly or too fast it may plunge 
into periosteum, nerve root, or cord and cause 
definite trauma. 


In the matter of producing successful spinal an- 
esthesia, unless the needle bevel has been intro- 
duced completely into the free subarachnoid space 
so that fluid may be aspirated freely, rapidly, 
and without hindrance, there is only a remote 
chance that the injection of the anesthetic solu- 
tion will bring about the desired anesthesia. There 
is, however, in such case a definite chance that 
if injected the solution will be insufficiently di- 
luted with spinal fluid and will cause prolonged 
or permanent damage to the nerve tissue. 

2. The concentration of the solution injected. 
When the needle has been successfully intro- 
duced the spinal anesthetic procedure has only 
just begun. The recognized strengths of the so- 
lutions of the various drugs, as they exist in the 
syringe before injection, and above which one 
cannot raise them without danger, are as fol- 
lows: procaine, 5 per cent; metycaine, 5 per 
cent; pontocaine, 0.5 per cent (1-200); nuper- 
caine, 1-1500. I do not believe one is justified in 
ever increasing these strengths in the hope of 
prolonging the working duration of the anes- 
thesia. Each of the drugs is longer in action in 
the order named and if one is especially anxious 
for longer duration the continuous or fractional 
technique is available. I believe there is no 
doubt that too highly concentrated solutions have 
caused vastly more cases of nerve damage than 
has trauma by the needle. 
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3. The rate of injection. This third precau- 
tion is a corollary of the second. Many who use 
spinal anesthesia have felt that they were using 
caution by injecting the solution very slowly. 
The reverse is true. When injected slowly the 
solution remains discrete from the spinal fluid 
and, if distinctly heavier than spinal fluid as in 
the case of procaine and metycaine, it rolls rap- 
idly downhill when the patient’s head is shifted 
downward or the Trendelenburg position is as- 
sumed within quite some time after the injection. 
Further, and this is the point we are especially 
emphasizing in this paragraph, the concentra- 
tions mentioned above are themselves definitely 
high enough to do damage. They can only be used 
because they are to be diluted immediately with 
spinal fluid. If, then, by injecting slowly, one 
avoids this immediate dilution, he invites trouble. 
My attention has been called to at least one case 
in which I feel sure this was true. Lundy has 
for years advocated the injection at the rate of 
0.5 c.c. per second, and this method has proven 
very satisfactory in the hands of all who have 
used it. Undoubtedly a considerably faster rate 
can be used with safety. 


4. Control of the height of anesthesia pro- 
duced. This is managed by varying the site o fin- 
jection, the amount of solution injected, the spe- 
cific gravity of the solution and the position of 
the patient after injection. An average dose of 
procaine or metycaine in 5 per cent solution in- 
jected at the rate of 0.5 c.c. per second, if the 
patient is kept level, will create anesthesia about 
five segments above the site of injection. If the 
head of the table is at once lowered slightly the 
spread will be increased. Pontocaine in 0.5 per 
cent solution injected in the same way will not 
spread so far because it is almost exactly the 
same specific gravity as spinal fluid and the inter- 
mixture is therefore less encouraged. Increase 
of the amount of solution increases the height of 
anesthesia. Nupercaine, 1-1500, is much lighter 
than spinal fluid and tends to rise in it. If the 
patient’s head is raised too suddenly or too high 
or remains up too long, immediately after injec- 
tion, anesthesia may rise too high and interfere 
with respiration. On the other hand, the upward 
position of the head under close observation and 
management by one with experience may be safe- 
ly used to control the height of anesthesia to be 
obtained by the use of nupercaine. Likewise by 
using the heavier solutions such as procaine or 
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metycaine, or by making pontocaine or nuper- 
caine heavy with added dextrose, one may raise 
the head and neck on a pillow, lower the shoul- 
ders considerably below the pelvis, and thus con- 
veniently produce anesthesia to the fifth thoracic 
segment. If these maneuvers are not well man- 
aged, as they should be, and if, for instance, the 
Trendelenburg position is invoked too soon or 
without proper flexion of the head and neck, an- 
esthesia may advance beyond control and cause 
respiratory arrest by paralyzing all of the inter- 
costals and the diaphragm. Although this attack 
has advanced well beyond the first lines of de- 
fense it need not at all be a tragedy. No stim- 
ulants are needed or even beneficial if by some 
artificial means one keeps air or oxygen exchang- 
ing in and out of the lungs until anesthesia re- 
cedes and the patient can resume automatic 
breathing. I doubt whether one is ever justified 
in doing a spinal anesthesia unless he is equipped 
with a machine which provides oxygen, a close- 
fitting mask, and a rebreathing bag with which 
one can perform artificial respiration, or its 
equivalent such as a resuscitating machine. If 
one really knows spinal anesthesia he may go 
through a lifetime without causing respiratory 
arrest, but through some little failure on the 
part of himself or an assistant it might occur. 
There can be no justification for doing a major 
procedure of this kind without proper equipment. 
An emergency necessitating it would be hard to 
conjure up. Such a death could be due to noth- 
ing but neglect. 


5. The control of the blood pressure. Con- 
siderable fall in blood pressure is dangerous, 
especially in the middle-aged or older group and 
in those with decompensated hearts, because of 
the accompanying medullary, cerebral and car- 
diac hypoxia and tendency to thrombosis. It is 
combatted by the administration of oxygen, which 
as stated above, should always be at hand, and 
which should be liberally used in many cases 
routinely, and by lowering the head as soon and 
as much as consistent with the anesthetic in- 
jected. The most important control, however, is 
in the use of the pressor drugs. 


In good risk patients a prophylactic dose of 
25 to 50 mgm. of ephedrine injected intramus- . 
cularly before injecting the spinal anesthetic is 
usually sufficient to maintain the blood pressure 
at or near its usual level. If, however, the anes- 
thesia is rather high, a fall of pressure may oc- 
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cur and must be met by further doses of ephed- 
rine, if necessary, in small units of 10 to 15 
mgms. intravenously. 

In poorer risks and older people, one must ex- 
ercise special care to keep the blood pressure at 
or near its preanesthetic level. If the latter is 
high, one must not inject a prophylactic dose of 
ephedrine until he knows that the spinal needle is 
within the dura and that spinal fluid can be 
freely aspirated so that he is definitely ready to 
inject the anesthetic. He then should inject in- 
tramuscularly a dose of the pressor drug which 
he believes will be sufficient to prevent a signi- 
ficant bood pressure fall, and should wait five 
minutes before completing his spinal anesthetic 
procedure. Old people with high blood pressures 
are the very ones who are apt to have spinal 
arthritis which may delay or even prevent a cor- 
rect spinal tap. The writer has known of three 
deaths due to the too optimistic injection of 
ephedrine before attempting the spinal puncture, 
or to the injection of too large an amount. The 
result was a severe and prolonged rise of blood 
pressure followed by cerebral accident. The pro- 
phylactic dose of the pressor drug should there- 
fore be conservative, about 25 mgms. of ephed- 
rine. One should then be prepared to inject a 
small amount intravenously if the pressure starts 
to decline. Ten mgms. is enough until one waits 
with the needle in the vein for one minute or 
more to see what effect will take place. Addition- 
al amounts in units of 5 mgms. can then be added 
as indicated until the blood pressure has become 
stabilized. 

A most effective combination, and a favorite 
one with the writer, is a mixture of one mgm. of 
neosynephrin to 20 mgm. of ephedrine. This is 
especially helpful for old people to whom one 


must be careful not to give too much too soon, 
but must certainly avoid too little and too late. 
The above amount is a good average initial intra- 
muscular dose. Each intravenous unit should not 
be more than one-fourth or one-fifth that much. 
Neosynephrin alone, in doses frequently spoken 
of, 5 mgms., for example, is dynamite and fre- 
quently sends the blood pressure skyrocketing one 
hundred and fifty points. 


The above five points of special precaution are 
concerned with the dangers attendant upon the 
administration of spinal anesthesia. This paper 
must leave unconsidered the details of dosage 
and technique with the various drugs for pro- 
ducing anesthesia for various surgical proce- 
dures. 


Neither is sufficient time available to discuss 
those patients for whom spinal anesthesia should 
be definitely avoided or seriously questioned. Pos- 
sibly their number is growing somewhat less as 
our familiarity with all types and modifications 
of spinal anesthesia increases. Certainly no pa- 
tient with a lesion of the spinal cord or with 
primary anemia should be given spinal anesthesia. 
One suffering from secondary anemia, hemor- 
rhage, or shock should certainly have those con- 
ditions first brought under control. One with 
cardiac decompensation should not be given spi- 
nal anesthesia until all other forms of anesthesia 
have been carefuly considered and compared in 
risk in every way and evaluated as carrying at 
least no less risk than a spinal. 


If used with due attention to all the known and 
recognized factors of safety and proficiency, spi- 
nal anesthesia should continue to occupy a high 
place among the standard and most helpful pro- 
cedures in medicine. 





SMALLPOX VACCINATIONS GIVEN TO 36,000 IN DISTRICT OF COLUMBIA 


About 36,000 residents of Washington, D.°C., most 
of them employes of the federal government, have been 
vaccinated against smallpox since last December, the 
District of Columbia Health Department announced. 
About 10,000 of these vaccinations were given by 
physicians of the health department and the rest by the 
medical staffs of various federal and District agencies. 

The outbreak of smallpox in nearby Pennsylvania 
stimulated the current vaccination drive, but Dr. George 
C. Ruhland, health officer of the District of Columbia, 
is still urging that all persons living there who have 


never been vaccinated should take this health protection 
immediately. 
e€ reason is that Washington is the crossroads of 

the world in war activities. People are coming not only 
from the entire nation but from all over the world, 
many of them from regions where vaccination against 
smallpox is not practiced, and this increases the danger 
to unvaccinated persons there. 

No case of smallpox has been reported in Washing- 
ton in the past ten years.—Science News Letter, March 
13, 1943. 
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NEWER TRENDS IN INTRAVENOUS ANESTHESIA 


JOHN S. LUNDY, M.D. 
and 
EDWARD B. TUOHY, MLD., M.S. (Anes.) 
Rochester, Minnesota 


The intravenous method of producing general 
anesthesia has a great appeal to the experienced 
anesthetist as well as to the surgeon, patient and 
others. It is increasing in favor because patients 
who have been anesthetized once in this fashion 
usually request it when, and if, they must be 
anesthetized subsequently. 

The original technique of giving large doses of 
the anesthetic agent and withdrawing the needle 
has been abandoned in favor of intermittent in- 
jections of doses that are safe but sufficient. The 
principle of this technique of injection is not fun- 
damentally different from that of the administra- 
tion of ether by the open drop method. With both 
procedures the anesthetic agent is given if, and 
when, and in whatever quantity it is needed. 


The use of a 5 or 10 per cent solution of the 
anesthetic agent has been abandoned and at pres- 
ent a 2.5 per cent solution is used so that the un- 
toward results from extravenous injections are 
no longer seen. 


Various devices have been designed so that 
one person simultaneously may administer the 
intravenous anesthetic agent, maintain an ade- 
quate airway for the patient and, if necessary, ad- 
minister a gaseous anesthetic agent by inhalation. 


Use of intravenous anesthesia as a part of 
balanced anesthesia has been the latest trend in 
the use of the method. Preliminary medication is 
essential to the optimal application of intravenous 
anesthesia. The usual preoperative medication 
for the average adult is 1%4 grains (0.1 gm.) of 
pentobarbital sodium (Nembutal) by mouth at 
bedtime the night before the operation ; this dose 
is repeated the first thing in the morning, when 
the patient awakens, or at 7 a.m. In addition, 
1/6 grain (0.01 gm.) of morphine sulfaté and 
1/150 grain (0.00043 gm.) of atrophine sulfate 
are given about forty minutes before operation. 
Local, regional or spinal anesthesia is employed 


—— 


From the poten, on Anesthesia, The Mayo Clinic, Rochester, 
Minnesota. Part of a Symposium on Anesthesia presented at 
the annual meeting of the — State Medical Association, 
Duluth, Minnesota, June 30, 1942. This paper was prepared 
before May 25, 1942, when Dr. E. B. Tuohy entered the 
service. 
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together with intravenous anesthesia with pentu- 
thal sodium at the same time that a mixture of 
50 per cent nitrous oxide and 50 per cent oxygen 
is administered by inhalation. This form of bal- 
anced anesthesia has certain demonstrable ad- 
vantages. The preliminary medication brings the 
patient to the operating room in a placid condi- 
tion. The administration of a local anesthetic 
agent can be carried out either before or after 
the induction of anesthesia by the intravenous 
administration of pentothal sodium. The con- 
vulsant effect of an overdose of the local an- 
esthetic agent is largely counteracted by the 
preoperative administration of a barbiturate and 
the intravenous administration of pentothal so- 
dium. Pain of injection of the local anesthetic 
agent is neutralized by the analgesic effect of 
morphine plus the anesthetic effect of pentothal 
sodium. The preoperative administration of atro- 


pine results, among other things, in drying secre- 
tions and little or no accumulation of foreign 
material in the oropharynx. It also tends to pre- 
vent laryngospasm which may develop readily 
because pentothal sodium is a thiobarbiturate and 
seems to increase the activity of the throat re- 


flexes. In cases in which intravenous anesthesia 
is to be used for manipulation within the throat, 
a local surface anesthetic agent, such as cocaine, 
must be applied just as should be done if the 
manipulation, bronchoscopy for example, were 
to be done with the patient under local anesthesia 
only. Because in deep surgical anesthesia with 
pentothal sodium respiration is depressed mark- 
edly, at first it was found necessary to give oxy- 
gen also. Later it was found that a combination 
of 50 per cent nitrous oxide and 50 per cent 
oxygen was just as effective in supplying the pa- 
tient with oxygen and definitely decreased the 
amount of pentothal sodium that was necessary. 
A point of special value to remember when 
pentothal sodium is to be administered with a 
spinal anesthetic agent is that the spinal anesthetic 
agent produces intercostal paralysis, the pento- 
thal sodium central paralysis and the result is 
extraordinarily quiet respiration. The adminis- 
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tration of a combination of oxygen and nitrous 
oxide, half and half, reduces the dose of pento- 
thal sodium enough so that respiration remains 
adequate. When this combination of pentothal 
sodium given intravenously and a mixture of half 
nitrous oxide and half oxygen by inhalation is 
used, it is important that these general anesthetic 
agents are not administered for at least fifteen 
or twenty minutes after the spinal anesthetic 
agent has been administered and that determi- 
nations of blood pressure are made at frequent 
intervals while this type of anesthesia is main- 
tained. 


Because of the relative suddenness with which 
an untoward result may develop, pentothal so- 
dium is seldom used for the preoperative pre- 
diction of the probable result of sympathectomy 
on hypertensive patients. The use of divided 
doses of sodium amytal by mouth can give prac- 
tically the same information although the test 
requires a longer period of time with sodium 
amytal than with pentothal sodium. However, 
pentothal sodium given intravenously in small 
doses (7 to 10 c.c. of a 2.5 per cent solution) be- 
fore inhalation anesthetic agents are administered 
has proved advantageous for hypertensive pa- 
tients. There is little change, however, in the 
contraindications to the use of pentothal sodium: 
it should not be used for children less than ten 
years of age unless they are large and 50 per 
cent oxygen and 50 per cent nitrous oxide is ad- 
ministered simultaneously, for patients who have 
cardiac disease and decompensation, nor for pa- 
tients in marked shock especially when it is due 
to marked loss of blood. 


The use of pentothal sodium in doses sufficient 
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only to produce light surgical anesthesia for such 
operations as extraction of teeth has been de- 
scribed by Hubbell and in time may be used 
widely. 

Barbiturates given intravenously have not pro- 
duced satisfactory anesthesia for normal deliy- 
eries but have been satisfactory for cesarean sec- 
tion when given in association with local anes- 
thetic agents. The most satisfactory procedure 
has been about as follows: The line of incision 
is infiltrated with a local anesthetic agent and in- 
cision is made through the abdominal wall. The 
intravenous anesthetic agent is administered just 
before the incision is made through the uterine 
wall. The result is general anesthesia for the 
mother and no anesthesia for the child. The 
child’s breathing is spontaneous as soon as the 
head is delivered from the uterus. 

The art of venipuncture is being mastered by 
those who would use pentothal sodium to induce 
anesthesia since it is not possible to use this 
agent for anesthesia if venipuncture cannot be 
performed. The application of heat to the ex- 
tremities before venipuncture expedites the pro- 
cedure. 

The use of pentothal sodium instead of ether 
as an auxillary agent to reinforce anesthesia with 
nitrous oxide and oxygen permits a technique 
which is fireproof and has been of decided advan- 
tage in many procedures when a fireproof method 
was necessary and general anesthesia was desired. 

The intravenous method of anesthesia is still 
in the early stage of development. We expect the 
method to be used more and more widely, espe- 
cially if better agents can be obtained or if in- 
vestigation of older agents reveals applicability 
to this method. 





AEROPHAGIA 


G. HOYME, M.D. 
Eau Claire, Wisconsin 


UCH has been written concering aero- 

phagia and its treatment by authorities too 
numerous to mention. My interest in the subject 
was kindled after several months of postgraduate 
study in the clinic of B. W. Sippy, and my pur- 
pose today is to present in brief an epitome of 
only the bare requisite essentials. 


Presented before the Minnesota Society of Internal Medicine, 
Duluth, Minnesota, May 23, 1942, and the American Therapeu- 
tic Society, Atlantic City, New Jersey, June, 1942. 
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Eighty per cent of my patients with gastro-in- 
testinal disturbances have symptoms of abdominal 
fullness, gas and belching. These may be brought 
on or intensified by aerophagia, which is a self- 
induced method for the so-called removal of 
“gas.” The treatment of this condition has varied 
from placing a cork between the teeth to the lat- 
est suggestion whereby the patient is taught “to 
swallow properly by closing the lips, sucking in 


MINNESOTA MEDICINE 








the « 
roof 
is tal 
tient 
his 1 
in O 
fluid 
A 
and 
side: 
tion 
how 
sati 
dist 
“ga 
an 
of | 
that 
pre 
vali 
the 
poi 
Th 
du 
lov 
lat 
abl 
TI 
or 
du 


sti 
ca 
in 
bi 
fe 






such 
de- 


used 


pro- 
eliy- 
sec- 
nes- 
lure 
sion 
in- 
The 
just 
rine 
the 
lhe 
the 











the cheeks and pressing the tongue against the 
roof of the mouth before swallowing, whether he 
is taking food, liquids, or merely saliva. The pa- 
tient is also instructed to make a water seal with 
his upper lip on the glass when drinking liquids 
in order to prevent the intake of air above the 
fluid.” 

An appreciation of the ill effects of aerophagia 
and its rational treatment is suggested while con- 
sidering thoroughly the mechanism of its produc- 
tion. Note first that in most abdominal disorders, 
however remote, the chief symptom is a sen- 
sation of fullness in the epigastrium. This 
distress signal is interpreted by the patient as 
“gas on the stomach,” calling for action to open 
an avenue for its escape. This is the origin 
of belching. Second, it can be dogmatically stated 
that true gas in the stomach exists only in the 
presence of ‘pyloric obstruction and increased acid 
values after hours of fermentation, or following 
the introduction of an alkali such as Seidlitz 
powder to an acid medium which forms CO,. 
Third, it is important to realize that air is intro- 
duced into the stomach normally with each swal- 
low of saliva, food or fluids, the amount accumu- 
lated after a meal or drink expanding into a siz- 
able bubble located above the food or fluid level. 
This is shortly and quite spontaneously eructated 
or “burped.” This phenomenon is best observed 
during gastric fluoroscopy. 

The unnatural introduction or inflation of the 
stomach with air is due to many and various 
causes. The most conspicuous examples of induc- 
ing aerophagia are exemplified by the infant, 
breast or bottle fed, which sucks air with its 
feeding ; the youth who discovers that he can ac- 
cumulate sufficient air by belching to utter weird 
sounds or guttural sentences ; the flighty, nervous, 
or hysterical individual who uses this means in 
order to impress its sounds and other effects for 
the purpose of creating sympathy. Associated 
with these cases is the complaint of globus. 
Among individuals with “globus hystericus,” it is 
the desire of the patient to force the “lump in the 
throat” downward with greater attempts at 
swallowing than the effortless normal de- 
glutition. The result is a large air bubble in the 
stomach which is later used in an effort to move 
the obstruction upward by belching. A vicious 
circle is created which causes the phantom tumor 
to persist. Thus two methods of introducing air 
are demonstrated—the effort swallow, and air 
suction or belching. 
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There is a large group of distressed individuals 
who suffer the effects of belching associated with 
various gastro-intestinal lesions such as gallblad- 
der disease, and most notably, the functional or 
irritable colon. Cardiac irregularities, coronary 
disease, renal and even pelvic disease are con- 
ducive to aerophagia. A veteran belcher with a 
glass of barium behind a fluoroscope demonstrates 
best the mechanism of aerophagia. One observes 
first the small air bubbles that follow each other 
down the esophagus to form the usual gastric air 
bubble immediately above the food or fluid level ; 
then as the patient is instructed to rid himself of 
the “gas,” action commences. A sucking act starts 
extra large air bubbles on their downward course 
which inflate the stomach to an astounding de- 
gree, often to twice the amount of ingested bar- 
ium. Usually after the fifth or sixth effort, air 
is released and personal satisfaction as to sound 
effect, volume of gas, and relief is accomplished. 

The following symptoms are experienced during 
the act of belching when the stomach has attained 
an unusually large size: epigastric fullness, pain, 
dyspnea to the point where the patient often must 
sit up in bed and wild-eyed, wonder whence the 
next breath is to come; palpitation and frequently 
premature contractions are instigated. The gastric 
distention also causes marked embarrassment to 
a decompensated heart, vertigo, hazy vision, dull 
headache, the frequently described sensation of 
expansion in the size of the head, numbness, and 
tingling. Heartburn is noticed because of regurgi- 
tated air and stomach contents. The eructation 
is due to slushing particles of food pitched 
through a relaxed cardiac valve into the esoph- 
agus and mouth. 

Deflation brings temporary but grateful re- 
lief, usually for half an hour, then the feeling 
of “gas on the stomach” returns and with it the 
persistent belching. The false feeling of relief 
brought about by the relaxation of the overdis- 
tended muscular wall of the viscus encourages 
the repetition of this illogical procedure. When 
air thus introduced is not expelled via the mouth, 
it enters the small intestine and by peristalsis is 
propelled to the colon with consequent colicky 
pain. 

Successful treatment of this baneful symptom 
calls for a thorough search for the underlying 
cause and its correction; then of significant im- 
portance is the careful explanation of the mech- 
anism of aerophagia, augmented by its graphic 
description. Belching is a habit and the treat- 
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ment for the persistent desire to belch is further 
enhanced by instructing the patient to take five 
or six deep breaths instead of belching. Seda- 
tives and heat to the epigastrium are indispensa- 
ble. My results with this method of treatment 
when dealing with intelligent patients have been 
gratifying and I recommend its use above all 
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other less effective methods such as a cork be- 
tween the teeth and abnormal swallowing. 


In conclusion, an appeal should be made to the 
common sense of the patient by a simple explana- 


tion and graphic demonstration of the mechan- , 


ism of aerophagia. 





THE DOCTOR OF MEDICINE AND HIS RESPONSIBILITY 


ALFRED W. ADSON, M.D. 
Rochester, Minnesota 


eS of the North Central Medical 
Conference, representing the states of 
North Dakota, South Dakota, Minnesota, Wis- 
consin, Nebraska, and Iowa, have entrusted me 
with the responsibility of addressing this Na- 
tional Conference on Medical Service concerning 
medical problems that are of both local and na- 
tional interest. 

It is the duty of every doctor of medicine to 
prevent illness, to supply adequate medical care 
to those who are ill, to perpetuate the science of 
medicine and to encourage medical investigation. 
It is true that the average physician would prefer 
to go unregimented among his sick and admin- 
ister to their needs, irrespective of race, color, 
creed, or financial status, rather than busy him- 
self with administrative and political problems. 
However, since the courts have ruled that group 
health is a business and have found that medical 
societies are guilty of restraining trade when 
attempting to maintain the standards of the prac- 
tice of medicine, a challenge has been issued to 
the medical profession: Is there a necessity for 
lay groups and the Federal Government to take 
over the control of the practice of medicine? 

Has the science of medicine reached its zenith? 
Have the men and women of medicine become so 
decadent that they are unable to assume their 
responsibilities? Are the doctors of medicine no 
longer able to conduct their practice without gov- 
ernment control? Do they lack ability to appre- 
ciate their problems? Or are they incapable of 
constructive leadership in the solution of the 
numerous responsibilities that are confronting the 
medical profession today? The reply is, “No.” 

The science of medicine has been nurtured by 
men and women who have advanced the knowl- 


Read at the poecting of the National Conference on Med- 
ical Service, Chicago, Illinois, February 14, 1943, 
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edge of relieving pain, correcting deformities, 
lowering infant mortality, prolonging life and pre- 
venting illness by sanitary and public health 
measures. This progress must continue if civili- 
zation is to survive. 

The medical profession is conscious of social 
and economic changes and stands ready to co- 
operate with, and offer leadership to, state and 
federal agencies in the solution of medical prob- 
lems. It further believes that better medical sery- 
ice can be rendered by offering advice and leader- 
ship to welfare agencies than by serving as a tool 
under political bureaus. 

The medical profession recognizes the neces- 
sity of state and federal control of communi- 
cable diseases and medical services to inmates of 
state and federal institutions. It appreciates its 
responsibility to the Armed Forces and expects 
to supply the needed personnel. It is willing to 
cooperate with welfare agencies in providing ade- 
quate medical care for the low-income and indi- 
gent groups of the population; but in providing 
this care, it believes that the medical service is 
augmented when the patient-physician relation- 
ship can be maintained by permitting the patient, 
whenever possible, to choose his own physician. 
In order to protect the public from worthless, so- 
called medical procedures and unnecessary oper- 
ations by unscrupulous individuals, it likewise be- 
lieves that high standards of medical education 
and practice must be maintained. This applies 
not only to the practice of medicine in the office; 
it applies to the practice of medicine in the hum- 
ble home or in the most modern hospital. 

Although medical education begins in the med- 
ical school, it is never completed as long as the 
physician continues his practice. Medical schools 
have adopted standards of education and have 
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required certain courses of study in order that 
the public might avail itself of the best practices 
of medicine. Medical licensing boards have fur- 
ther protected the public by requiring of their 
candidates for licensure prescribed courses of 
study. State laws governing the practice of med- 
icine and conduct of physicians further protect 
the public from irregular practices and charla- 
tans. 


Medical societies, county, state, and national, 
have been organized to further the education of 
the physician by acquainting him with the ad- 
vances and new discoveries in the science of 
medicine. They likewise serve as administra- 
tive units in the consideration and solution of 
medical problems. It is obvious that the respon- 
sibilities of the respective state organizations are 
greater than: those of the county organizations, 
and that the national organization is charged 
with greater responsibilities than those of the 
state organizations. However, it is also obvious 
that the activities of all groups must be inte- 
grated if medical problems are to be solved ef- 
fectively. In some states, such as Minnesota, the 
administrative and the legislative bodies have the 
confidence of the medical profession. Likewise 
the medical profession has the confidence of the 
state administrative and legislative bodies. This 
confidence has made it possible for representa- 
tives of both groups to attack and solve the med- 
ical problems which are of mutual interest. 


The national organization, through its respec- 
tive bodies and committees, has conducted an ex- 
cellent program in furthering medical education. 
It has crystallized the standards of medical edu- 
cation for the medical student as well as for the 
practitioner of medicine; it has investigated the 
claims of new and nonofficial remedies, foods and 
therapeutic measures and has further protected 
the public by approval or disapproval of the ar- 
ticles investigated. It has taken active steps 
through its Procurement and Assignment Com- 
mittee in providing medical men for the Armed 
Forces without robbing communities of ade- 
quate medical personnel and has made provisions 
for relocation of physicians where more med- 
ical service is needed. It has acquainted the pub- 
lic with the important role that the science of 
medicine plays in their daily lives, but appar- 
ently it has not gained the confidence of the na- 
tional administrative and legislative bodies that 
some of the state medical societies have attained. 
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The National Physicians’ Committee has made 
some progress in acquainting the public with the 
necessity of medical science, but it too had not 
obtained the confidence of the national adminis- 
trative and legislative branches of our Govern- 
ment. Therefore, the recent court decision has 
emphasized the weakness of the educational pro- 
gram so far conducted for the purpose of ac- 
quainting the public, the administrative and leg- 
islative bodies of certain states, and the national 
institutions with the important function of the 
science of medicine in our civilization. It is our 
duty, as physicians and citizens, to assure those in 
administrative positions and legislative bodies 
that we are familiar with the social and economic 
changes that have thrown greater responsibilities 
on the medical profession and that we stand 
ready to codperate with these agencies in offering 
leadership in the solution of the numerous prob- 
lems which nonmedical personnel are trying to 
solve. 


The chief medical problem that concerns doc- 
tors of medicine and welfare agencies is that of 
providing adequate medical care to those who are 
financially unable to procure this care. This 
group includes those who are indigent and those 
with low incomes. Medical care, in its true sense, 
embraces more than emergency treatment for a 
particular illness, since it should include a reha- 
bilitation program, such as the correction of de- 
formities and ailments that impair the efficiency 
of individuals. The rehabilitation program also 
should include adequate and proper diets, physi- 
cal training, recreation, protective clothing and 
housing. In most of the cities the indigent are 
provided with proper medical care through the 
charity hospitals, where competent physicians 
give of their services. This same group in the 
rural districts is not always so fortunate, since 
local welfare boards are reluctant to provide 
this care. It is in these situations that the physi- 
cians have been overburdened in assuming all 
of the responsibilities in providing the necessary 
medical care. Prior to the more recent economic 
changes, physicians were willing to assume this 
obligation because those who could afford to pay 
for professional services attempted to meet their 
obligations. However, as a result of the recent 
social and economic changes, the Government has 
taken over more and more control of the civilian’s 
activities, and those with moderate and low in- 
comes have been less willing to assume their ob- 
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ligations of medical care and are insisting that it 
is the Government’s duty to provide medical care 
and that it is the individual’s privilege to squan- 
der his extra change. 


The problems of this group cannot be solved 
by physicians alone or by federal, state, and local 
welfare agencies alone. Ours is a joint respon- 
sibility. Conscientious leadership by physicians 
working in codperation with county, state and 
federal agencies can and will bring forth a solu- 
tion of the problem. Medical service must be 
rendered, and the physician is willing to give a 
good portion of his services. But the Government 
must provide reasonable funds for the care of its 
indigent, as it must provide for catastrophic ill- 
ness in the low-income group. Nevertheless, those 
who come within the low-income group should 
likewise be made to realize that they too owe a 
responsibility to their local, state and federal gov- 
ernments and should be encouraged and advised 
in budgeting their income and expense. 


Industrial compensation has accomplished 
much in providing proper medical care and the 
necessities of life, during illness, for those em- 
ployed in industrial institutions. However, there 
still-remains a large group of individuals who re- 
ceive moderate or low incomes and are desirous 
of securing the assurance of adequate medical 
service in the event of illness. Insurance compa- 
nies have offered this protection through policies 
covering accident and illness disabilities, but 
again this protection only partially solves the 
problem, since many an insuree expects more for 
his premium than the insurer is able to give. In 
several states medical societies have attempted to 
develop medical service plans whereby the insuree 
may purchase from the doctors within the group 
full medical protection or medical protection for 
unexpected, serious illnesses. In some states un- 
der the farm security program, experimental 
medical service plans are being tested out by use 
in an attempt to find the solution of the problem 
of supplying medical care to the farmers and 
their families who are being rehabilitated. In 
some instances physicians are hired to render 
medical service to indigent and codperative 
groups. Even though physicians, welfare agen- 
cies and low-income groups are struggling with 
the problems of medical service plans, as yet a 
satisfactory plan for all classes has not been de- 
veloped. The recipients expect more than the 
vendors can supply for the premiums paid. 
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These controversies give rise to discussions on 
the necessity of compulsory medical insurance, 
Should such a program evolve, results would be 
disappointing from the patient’s as well as the 
physician’s point of view, because probably the 
system would be placed under the control of po- 
litical bureaus, and the patient would be deprived 
of his free choice of physician. 

Therefore, we as physicians believe that a more 
equitable solution of the perplexing medical prob- 
lems referred to will be reached if we are per- 
mitted to consult and advise administrative offi- 
cials, legislative bodies, and welfare agencies, 
since we are more familiar with the medical needs 
of our respective communities than are those who 
have a casual knowledge of the medical necessi- 
ties. 

It is befitting to quote the statement found in 
the opinion written by Justice Miller, of the Unit- 
ed States Court of Appeals, of the District of 
Columbia, in the case of the United States of 
America versus the American Medical Associa- 
tion, and the case of the United States of Amer- 
ica versus the Medical Society of the District of 
Columbia. The italics are mine. 


It may be regrettable that Congress chose to take 
over in the Sherman Act the common-law concept of 
trade, at least to the extent of including therein the 
practice of medicine. Developments which have taken 
place during recent decades in the building up of stand- 
ards of professional education and licensure, together 
with self-imposed standards of discipline and profes- 
sional ethics, have, in the belief of many persons, re- 
sulted in substantial differences between professional 
practices and the generally accepted methods of trade 
and business. As we pointed out in our earlier decision, 
the American Medical Association and other local medi- 
cal associations have undoubtedly made a profound con- 
tribution to this development. However, our task is not 
to legislate or declare policy in such matters, but, rather, 
to interpret and apply standards and policies which have 
been declared by the legislature. That Congress did use 
the common-law test there is no doubt. That Congress 
was not otherwise advised was perhaps because of the 
failure of the professional groups to insist upon the 
distinction and to secure its legislative recognition. 


Does the medical profession of this country 
need a stronger invitation, or a more direct chal- 
lenge, to take an intelligent, helpful and fair stand 
in the enactment of legislation that not only con- 
cerns the public welfare but the welfare of medi- 
cine itself? Does not the medical profession of 
this country, as citizens and taxpayers, have a 
right to express its opinion in these matters be- 
fore legislation is enacted and rules and regula- 
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tions are adopted by some bureau? I do not share 
the opinion that the time for the medical profes- 
sion to speak up is after such things have taken 
place. Neither do I have the opinion that Congress 
would be resentful of intelligent, courageous and 
fair advice on such matters. What better proof 
can be asked than the quotation from Justice 
Miller’s opinion that the Court is not responsible 
for the absence of advice from the medical pro- 
fession when Congress is drafting a law. 


It is not the purpose of this paper to criticize 
the efforts of our national medical organization 
nor to criticize the efforts of the National Physi- 
cians’ Committee, but it is the desire of the mem- 
bers of the North Central Medical Conference to 
express a wish that a more active program be con- 
ducted to acquaint the public, government offi- 
cials, and legislative bodies with the necessity of 
medical science and the important role it plays in 
our civilization. It is essential that we as physi- 
cians dispel the fear that government administra- 
tive agencies and legislative bodies have of our 
medical organizations and that they be assured 
of our codperation in solving the social and eco- 
nomic problems that confront us as a nation. 


The functions of acquainting the public on 
matters of medical interest, assisting bureaus in 
formulating plans on medical care and offering 
constructive advice on proposed medical legisla- 
tion rightfully belong to the national organiza- 
tion known as the American Medical Association. 
They could be assigned to the National Physi- 
cians’ Committee, or they might even be under- 
taken by unifying the activities of the various 
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state committees on public policy and legislation. 
Representative committees could be appointed for 
each of the component societies, county, state, and 
national. These could all be so integrated that 
national opinion and advice could be obtained and 
made available for committee hearings on legis- 
lation within a few hours’ time. Through the 
national, state, and county committees the entire 
profession could be informed of proposed medical 
legislation. Thus, the local constituents of the re- 
spective state and federal legislators could express 
their views before legislation is enacted. Some 
states already have medical advisory committees 
from each county. They also have state medical 
committees on public policy with a physician as 
part-time executive chairman assisted by legal 
counsel. A national committee constructed on 
the same plan as these state committees would 
have to be created. A physician who has prac- 
ticed medicine should be chosen as the executive 
chairman. Both he and his legal counsel would 
need to be stationed in our national capital. The 
expense of the national committee on public pol- 
icy could be financed. by one of three agencies, the 
American Medical Association, the National Phy- 
sicians’ Committee, or the respective state organi- 
zations bearing the expense jointly. It would ap- 
pear more equitable if each physician would be 
assessed each year for the specific purpose of 
maintaining a national committee on public policy 
and legislation. 

Our problems are not unlike those of dentists 
and hospital associations. Therefore, unified 
effort of medical, dental and hospital associations 
should further the welfare of the patient. 





OBSTETRIC HEMORRHAGE 


ARTHUR B. HUNT, M.D. 
Rochester, Minnesota 


M3 NESOTA has always presented an en- 
viable record in its maternal mortality sta- 
tistics, and yet has shared proportionally in the 
recent striking decrease in the maternal mortality 
rate which began in about the year 1933. How- 
ever, in Minnesota, the rate of maternal deaths 
from obstetric hemorrhage has, with minor fluc- 





Included in this paper under this title are only the hem- 
orrhages of the last trimester of pregnancy and intrapartum 
and tpartum hemorrhage. From _the Section on Obstetrics 
and Ps a el The Mayo Clinic, Rochester, Minnesota. Read 
before the meeting of the Minnesota State Medical Association, 
Duluth, Minnesota, June 30 to July 1, 1942. 
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tuations, remained practically constant, whereas 
sharp reductions have taken place in the other 
two common causes of death; namely, sepsis and 
toxemia. In Figure 1 this trend is shown in 
graphic form. The figure records dramatically 
the unprecedented situation in Minnesota in re- 
spect to deaths from hemorrhage, such deaths 
actually being very slightly in excess of the other 
two causes in 1941. 


The national picture is much the same; that 
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is, there has been a small and apparently definite 
decrease in the number of maternal deaths from 
hemorrhage, but the decrease is not proportional 
to the decrease in the number of fatalities aris- 
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Fig. 1. Graphic representation of maternal deaths in Minne- 
sota in the past two decades (From: Some studies of the re- 
sults in obstetric and pediatric practice in Minnesota. Division 
of Child Hygi giene, Department of Health, State of Minnesota. 
Viktof O. Wilson, M.D., director). 


ing from sepsis and the toxemias (Table 1). 
The situation may be even more unfavorable than 
statistics would imply, for it is commonly known 
that many deaths caused by obstetric hemorrhage 
are ambiguously reported as deaths by various 
other titles. 


Many factors are mentioned as causative of 
the recent gratifying decrease in the maternal 
mortality rate. Some of these factors, such as 
an increase in the number of all confinements at- 
tended by physicians, an increase in hospitaliza- 
tion and better obstetric education, should have 
had a beneficial effect on obstetric risk from the 
standpoint of hemorrhage, but apparently such 
is not the case. There has also been a great im- 
provement and simplification in the technic of 
transfusion. More satisfactory blood substitutes 
are also rapidly becoming available. In other 
words, agencies and technics for the reduction 
of the maternal mortality rate arising from hem- 
orrhage seem to be increasingly at hand, but as 
yet have had no appreciable effect. It therefore 
seems timely again to discuss this common ob- 
stetric subject and also to suggest that attention 
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now be focused on deaths arising from hemor- 
rhage so that the recent gratifying decrease in the 
maternal mortality rate can be further acceler- 
ated. 

















TABLE I. TRENDS IN MATERNAL DEATHS* 
Minnesota United States 
Death, Causes of Maternal deaths} Improvement 
yearly, in recent period, 
mean number Per Cent 
1922-34) 1935-40) 1922-34] 1935-40 
Hemorrhage 26 27 —-4 12 
Septic conditions 101 51 50 24 
Toxic conditions 56 33 41 32 
All other conditions 71 49 31 24 
Total 254 160 37 25 

















*Data from study of results of obstetric and pediatric prac- 
tice in Minnesota, Department of Health, Division of Child 
Hygiene, Dr. Viktor O. Wilson, director. 


Material 

As a basis for later discussion I shall present 
a somewhat detailed review of the cases of hem- 
orrhage during late pregnancy in which the pa- 
tients have been seen in the last ten years in the 
Section on Obstetrics and Gynecology of the Mayo 
Clinic. The service is not a large one; there were 
5,207 deliveries in the years from 1932 to 1941, 
inclusive. 

About 150 cases that had been tabulated as 
“hemorrhage of pregnancy” were discarded be- 
cause, after detailed review of the record in each 
case, hemorrhage which assumed real clinical 
importance did not seem to have been present, 
although no doubt the loss of blood in most cases 
was in excess of normal limits. There remained 
344 cases of true obstetric hemorrhage, or an in- 
cidence of 6.6 per cent. In these 344 cases the 
diagnoses were: placenta previa, fifty cases 
(Table II); abruptio placente, thirty-five cases 
(Table III) ; postpartum hemorrhage, 227 cases 
(Table IV); and thirty-two miscellaneous cases 
of hemorrhage (Table V). 


Maternal Mortality 
There were two maternal deaths in this se- 
ries: one in 1933 and one in 1936. Both patients 
died of sepsis rather than of exsanguination. The 
first patient, a forty-two-year-old primigravida, 
had bled on several occasions before her admis- 
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sion to the clinic at thirty-six weeks’ gestation. 
Vaginal examination revealed central placenta 
previa. A premature infant weighing 2,340 gm. 


The 


was delivered by classical cesarean section. 














TABLE II. TREATMENT OF PLACENTA PRAVIA AND 
METHOD OF DELIVERY. 
50 cases* 

Treatment Cases Delivery, type Cases 
None required 3 || Spontaneous 22 
Ruptureofmembranes| 15 || Breech extraction 1 
Breech extraction 1 || Low forceps 3 
Willett’s forceps 0 || Version and breech 

extraction 6 
Bag 11 : 
Cesarean section 18 
Braxton Hicks version| 2 
Cesarean section 18 
Total 50 Total 50 
| 
| 














*Fetal mortality rate: crude, 13 deaths or 24.5 per cent; 
corrected, 5 deaths or 9.4 per cent (based on 53 infants born 
to 50 mothers). When the fetal mortality rate is based on 13 
deaths of infants in 50 deliveries (50 mothers), the crude 
infant mortality rate is 26 per cent and the corrected rate is 
10 per cent. 
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suspected multiple pregnancy or pregnancy com- 
plicated by a large ovarian cyst. Before this pa- 
tient’s admission, combined abdominal-vaginal 
examination had been performed in an attempt to 
engage a fetal head presenting over the inlet. 
Roentgenologic examination of the abdomen re- 
vealed triplets, with the presenting fetus in ver- 
tex presentation and the other two presenting by 
the breech. Labor was allowed to progress, and 
after complete dilatation the first baby was de- 
livered spontaneously and the other two by 
breech extraction. All three infants survived. 
Severe postpartum hemorrhage occurred very 
shortly after delivery of the last infant, and since 
the placenta could not be expressed either by 
simple expression or by Credé’s method carried 
out vigorously, it was removed manually. The 
value for hemoglobin reached a low of 5.2 gm. 
(34 per cent) on the third day, but after blood 
had been transfused was 8.0 gm. (53 per cent) 
on the eighth day postpartum. Typical puerperal 
sepsis developed and the patient died of this con- 
dition on the twelfth postpartum day. The path- 
ologic diagnosis at necropsy was “acute endo- 
metritis and bronchopneumonia.” Both these pa- 























TABLE III. TREATMENT OF ABRUPTIO PLACENTA AND METHOD OF DELIVERY 
35 Cases*t 
| Tl 
| | Hemorrhage 
Treatment, Delivery, 
Age |Cases} Parity|Cases| obstetric Cases) type Cases} Grade | Cases 
20-25) 5 0 10 None needed 17 Spontaneous 28 1 16 
25-30) 14 1 9 | Rupture of Low forceps 2 2 10 
membranes 13 
30-35) 7 2 3 Bag 1 Breech extraction 1 3 6 
35-40} 6 | 3 3 || Cesarean section 4 || Cesarean section 4 a 3 
40-45} 1 | 4 | 4 | Total 35 | Total 35 | Total | 35 
| 
5 1 | 
45-50} 2 | | 
wed Tok | | 
| | 























*Fetal mortality rate: crude, 17 deaths or 48.6 per cent; 


ov 35 infants born to 35 mothers). 
tToxemia present, 18 cases; absent, 17 cases. 


infant survived. The mother died of generalized 
peritonitis on the fourth postpartum day, after a 
postoperative course typical of this condition. 
Necropsy substantiated this diagnosis. The value 
for hemoglobin twenty-four hours postpartum 
was 11.7 gm. (77 per cent). The second patient, 
an octipara thirty-nine years old, was admitted 
to the clinic, in labor and near term, because of 
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corrected, 5 deaths or 14.3 per cent (based 


tients were delivered before the advent of chemo- 
therapy. 
Fetal Mortality 

The fetal mortality rate was not calculated in 
detail for the 344 patients who had postpartum 
hemorrhage, because this type of hemorrhage in 
itself does not materially influence the fetal mor- 
tality rate and because, among the patients who 
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TABLE IV. GRADE OF HEMORRHAGE, VALUES FOR 
HEMOGLOBIN AND TREATMENT 


227 cases of postpartum hemorrhage 









































Hemorrhage, 
grade Cases} Treatment, ergonovine* Cases 
1 117 | How given not specified 28 
2 95 || Intramuscularly 3 
3 15 | Intravenously 32 
4 0 | Intravenously and 
(fatal) intramuscularly 10 
Total 227 Total 73 
Hemoglobin, 
gm. per 100 
c.c. Cases Treatment, other types Cases 
5-6 4 | Pack alonet 54 
6-7 10 
7-8 17 || Manual alone 8 
8-9 27 || removal with pack tf 23 
9-10 25 
Repair of lacerations 12 
10-11 21 
11-12 13 
Dilatation, curettage 2 
12-13 6 
13-14 3 
Rectal pack 1 
14 3 
Total 129 Total 100 

















*Figures pertaining to treatment with ergonovine were taken 
only from che last hve-year period of this study, since ergono- 
vine was not available during all of the period 1932 to 1936. 

tIn cases in which intra-uterine packing was employed, 
the morbidity rate was 10.4 per cent, or 8 cases in 77. In the 
~ five-year series it was only 4.4 per cent, or 2 cases in 
46. 


had postpartum hemorrhage, on casual survey, 
there was no increase in the fetal death rate over 
the total series of 5,207 deliveries. There were 
five fetal deaths in the group of thirty-two mis- 
cellaneous cases of hemorrhage, a rate of 15.6 per 
cent. Three of these deaths were associated with 
rupture of the uterus and one was caused by pre- 
maturity (weight of fetus, 1,290 gm.) associated 
with circumvallate placenta. The fifth fetal death 
occurred neonatally in a premature infant (1,126 
gm.), in an instance of suspected abruptio pla- 
cente or miscarriage at thirty-one weeks’ ges- 
tation. The fetal mortality rate as associated with 
placenta previa and abruptio placente is dis- 
cussed herein under the respective headings of 
the two conditions. 
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TABLE V. MISCELLANEOUS TYPES OF HEMORRHAGE 
IN THE LAST TRIMESTER OF PREGNANCY 





Bleeding Cases 





Without evidence of placenta previa 14* 


Significant antepartum bleeding without evidence 
of placenta previa or abruptio placenta OF 


Due to ruptured uterus 3 


Due to circumvallate placenta 3 





Due to cervicitis 2 
Due to low implantation of placenta 1 
Total 32 








*In 8 cases a presumptive diagnosis of partial abruptio 
placenta was made. ; 
n 2 cases placentagrams revealed normal implantation, 


Placenta Previa 


There were fifty cases of placenta previa, or 
an incidence of about one in 108 cases, which is 
somewhat higher than the usual incidence re- 
ported. The clinical diagnosis was confirmed by 
vaginal examination carried out in a sterile man- 
ner in all but three of the earlier cases; in these 
three cases confirmation was made by cesarean 
section only. Placenta previa was central or com- 
plete in seventeen cases, partial or marginal in 
twenty-six cases and lateral (just palpable at the 
edge of the cervix) in seven cases. This classi- 
fication is based on the results of vaginal exami- 
nation regardless of the degree of cervical dilata- 
tion or effacement found on such examination. 
There were three sets of twins. In twenty-one 
cases the fetal weight was less than 2,500 gm. 
Bleeding was present in all cases, being moderate 
in eighteen cases, moderately severe in twenty- 
six and severe in six cases. Some degree of 
shock was presented by fourteen patients. 
Twenty-seven patients had estimations for hemo- 
globin of 10 gm. or less per 100 c.c. of blood, 
these determinations being taken at least twenty- 
four hours after delivery. Thirty-eight of forty- 
six patients did not complete the thirty-eighth 
week of gestation. Fetal death occurred in thir- 
teen instances among a total of fifty-three babies 
delivered, resulting in a gross fetal mortality rate 
of 24.5 per cent. When this gross rate is cor- 
rected, to eliminate fetuses that were either dead 
or expiring on admission of the mothers and 
those less than 1,800 gm. in weight at birth, the 
figure decreases to five fetal deaths, or a rate of 
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94 per cent. In Table II are shown the obstetric 
methods used to control hemorrhage and effect 
delivery. Cesarean section, carried out eighteen 
times, usually was reserved for central or com- 
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Fig. 2. In this figure it is seen that although patients who 
have severe hemorrhage receive much larger volumes of blood 
for replacement, an anemia results which is more severe than 
that ensuing among patients who have suffered less loss of 
blood and have been treated by replacement of blood. 


plete placenta previa. It will be noted that in 
the majority of the remaining cases relatively 
simple means were required to control bleeding 
and later to effect delivery. The fact is strikingly 
brought to attention that when delivery through 
the pelvis is decided upon, efforts to control bleed- 
ing and to effect delivery are not one and the 
same process, to be carried out simultaneously. 
It is obviously true that pregnancy is the cause 
of bleeding in placenta previa, but it is likewise 
true that careful, nontraumatic use of such meas- 
ures as rupture of the membranes or the bag 
will effectively control the hemorrhage and will 
do so much more safely than the disastrous as- 
saults on the partially dilated cervix formerly 
done for placenta previa. 


Abruptio Placentz 


Abruptio placente, or premature separation of 
the normally implanted placenta, occurred thirty- 
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five times during the ten years in question. This 
condition seems to be encountered with relative 
frequency among older multipare, since sixteen 
of the thirty-five patients were more than thirty- 
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of the blood of a patient who had severe abruptio placentz 
and hemoconcentration during hemorrhage; days later in the 
puerperium, after the blood volume adjusts itself, the true 
anemia of the patient becomes evident in spite of large volume 
of blood transfused and the not excessive loss of blood at ce- 
sarean section in the interim. This illustrates strikingly the 
fallacy of dependence on determinations of hemoglobin and 
the erythrocyte count of the blood as guides to loss of blood 
during the occasional occurrence of severe hemorrhage. 


five years old; ten patients had had more than 
three children; five had had more than six chil- 
dren. A definite toxemia of pregnancy (chronic 
hypertensive type) occurred among slightly more 
than half (eighteen) of the patients. The hem- 
orrhage was graded as 1 in sixteen cases, as 2 in 
ten, as 3 in six and as 3+ in three. In Table III 
are represented the data on treatment and the 
method of delivery in these thirty-five cases. The 
gross fetal mortality rate for the series (thirty- 
five cases) was seventeen fetal deaths or 48.6 per 
cent. When this rate is corrected according to 
criteria noted in the previous section (placenta 
previa), the incidence of fetal death is five cases, 
or 14.3 per cent. 


Postpartum Hemorrhage 
In Table IV are represented the data on post- 
partum hemorrhage. It will be noted that in the 
majority of cases (117) hemorrhage was of 
grade 1 (estimated loss of blood from 500 to 600 
c.c.). The incidence of febrile morbidity for the 
total of 227 cases, computed according to the 
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standards of the American Committee on Ma- 
ternal Welfare, was 13.7 per cent, or thirty-one 
cases.* It is noteworthy that in the first five- 
year period of this study the rate of morbidity 
was 17.6 per cent and that in the latter five-year 
period the same rate was only 9.9 per cent.* 


At the clinic the treatment of postpartum hem- 
orrhage has been rather simple. Many time- 
honored methods of doubtful value which are 
still repeated in modern textbooks but which are 
of little practical use, have been omitted. In the 
presence of hemorrhage, with a partially separat- 
ed placenta, if simple expression does not deliver 
the organ, Credé expression is attempted and if 
this fails, manual removal is not delayed while 
the patient bleeds dangerously. The uterus is 
usually packed if manual removal is carried out. 
lodoform gauze for years has proved to be a 
highly satisfactory material for this purpose. If 
hemorrhage ensues just after the third stage of 
labor, the uterus is promptly and vigorously mas- 
saged to a state of firm contraction, and if nec- 
essary is maintained in this state by bimanual 
(vaginal-abdominal) pressure while ergonovine 
is administered intravenously. If atony and sig- 
nificant bleeding persist, the fundus, lower uter- 
ine segment and vagina are firmly packed with 
iodoform gauze. If the uterus bleeds through 
such a pack, a second one is inserted after re- 
moval of the first pack, and if hemorrhage still 
persists, hysterectomy is considered at once. Ob- 
viously, if postpartum hemorrhage is due to op- 
erative trauma, surgical repair will suffice to con- 
trol it, and is the only treatment indicated if the 
uterus retains satisfactory tone. 


Intrauterine Tamponade 


Special mention might be made of the rather 
frequent use of the iodoform pack. Dr. Robert 
D. Mussey has employed this procedure, on prop- 
er indication, since the establishment of the Sec- 
tion on Obstetrics and Gynecology at the Mayo 
Clinic, and still finds it satisfactory. It is possible 
that impregnated iodoform, when in the uterus, 
may actually cause the uterus to secrete into the 
pack and thus remove bacteria from the uterus. 
At least, this type of gauze partially soaks up 
those intra-uterine contents which are in fluid 
form and when the gauze is removed it helps to 





*The morbidity rates seen as footnotes to Table IV apply 
only to seventy-seven cases in which packing of the uterus was 
carried out, and not to the entire series of 344 cases of true 
obstetric hemorrhage or to the 227 cases of postpartum hem- 
orrhage. 
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rid the uterus of pathogens, if they have been 
present. Anderson and associates’ found it fully 
as effective as the sulfanilamide pack. Only one 
instance of sensitivity to iodine has been ob- 
served in our experience, and this, although it 
was cause for some concern, was of no serious 
consequence to the patient. It will be noted in the 
footnote to Table IV that in seventy-seven cases 
in which the intra-uterine iodoform pack was 
used during the complete ten-year period there 
were eight cases of febrile morbidity, or a mor- 
bidity rate of 10.4 per cent, as contrasted with a 
morbidity rate of 13.7 per cent for the total of 
227 cases of postpartum hemorrhage in the series, 
Likewise, as seen in the footnote to the same table, 
there were only two cases (4.4 per cent) of feb- 
rile morbidity in forty-six cases in which the 
intra-uterine pack had been used (in the last five- 
year period under study). Therefore, in the 
aforementioned five-year period, when the iodo- 
form intra-uterine pack was used in forty-six 
cases, the morbidity rate (4.4 per cent) was only 
half that for the total number of cases in the en- 
tire five-year series (9.9 per cent).* 

We agree with Pastore? that the obstetrician 
should use the so-called radical procedures of 
manual removal and/or intra-uterine packing as 
soon as they are indicated, rather than to wait 
until the patient is in a state of deep shock and 
nearly exsanguinated. When these procedures 
are carried out correctly, the morbidity rate is so 
decidedly reduced that there will be less concern, 
even though in a few cases packing may be car- 
ried out when it might not have been absolutely 
indicated for the survival of the patients. We 
feel that proper intra-uterine tamponade not only 
has saved some patients from death by post- 
partum hemorrhage but that it has also spared 
many women the needless loss of large volumes 
of blood. According to Pastore and our own 
records, it is the loss of large volumes of blood 
plus late radical intervention which make for in- 
creased morbidity. Vigorous emphasis need hard- 
ly be given to the necessity for aseptic technique 
in invasion of the birth canal, and especially in in- 
vasion of the uterus itself. Asepsis should be at 
least as rigid as that employed when the perito- 
neal cavity is opened. 


Hysterectomy 
The role of hysterectomy as a procedure for 


*The forty-six cases in which the intra-uterine pack was 
used of course are included in the total number of cases in 
this second five-year period on which the morbidity rate of 
9.9 per cent was computed. 
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the control of obstetric hemorrhage has, to some 
extent, been neglected in the literature. Seldom 
is obstetric hemorrhage so severe or intractable 
as to require removal of the uterus, and yet, per- 
haps because of this very fact, women afflicted 
by this type of obstetric hemorrhage often are 
the ones who die of hemorrhage if hysterectomy 
is delayed unduly or is not considered at all. 
Fortunately, most women who require hyster- 
ectomy because of tremendous and otherwise un- 
controllable obstetric hemorrhage are multipare, 
and hence already have the benefits of living 
children ; but if it appears the patient will die of 
hemorrhage if removal of the uterus is not per- 
formed, it is the physician’s duty to disregard 
parity and to provide her with the one chance of 
survival which hysterectomy (plus, of course, 
continuous supportive treatment with transfused 
blood and other measures) will afford. Hyster- 
ectomy was performed without a maternal death 
in four of the 344 cases of obstetric hemorrhage 
in the decade reviewed. The indications were: 
complete rupture of the uterus, two cases; 
abruptio placentz, one case ; and postpartum hem- 
orrhage caused by uterine fibroids, one case. In 
the current year of 1942 (which is not included 
in this survey) it has twice been necessary to 
resort to hysterectomy, once in the presence of 
abruptio placentz and once because of intractable 
postpartum hemorrhage (but not intra-uterine 
rupture) in the presence of placenta previa. The 
average volume of blood and blood substitutes 
(excluding fluids such as solutions of sodium 
chloride and glucose) required to support these 
patients safely after hemorrhage and hysterec- 
tomy was about 2,500 c.c. In one instance the 
volume required was 4,400 c.c., and in the puer- 
perium the value for hemoglobin was 5 gm. per 
100 c.c., in contrast to a value of 14.0 gm. per 100 
c.c. before the hemorrhage began. It could thus 
be estimated that this particular patient lost as 
much as or more than her total blood volume, 
but nevertheless survived. 


The Rh Factor 


Since new knowledge has been gained of the 
role of the Rh factor in the production of se- 
rious reactions to transfused blood, I reviewed 
the records of the 344 cases of hemorrhage dis- 
cussed herein from this standpoint. There was 
only one serious reaction, but the patient was not 
available, although she is still living, for testing 
for this factor in her blood. One patient, in her 
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first pregnancy gave birth to a normal infant that 
survived, but two infants subsequently born to 
her died of proved erythroblastosis. Blood was 
transfused without event to this patient during 
her first pregnancy for severe anemia. The re- 
cipient has been recently tested as Rh-negative, 
and it is planned to test the blood of the donor 
for the Rh factor, since she lives relatively close 
to the clinic. 


Comment 


Assuming that by means of prenatal care con- 
stant vigilance is exerted to detect antepartum 
hemorrhage at an early stage, there remain only 
two principles the practice of which will satis- 
factorily reduce the mortality rate of hemorrhage 
to a bare minimum. These are: the early appli- 
cation of proper and effective obstetric hemostasis 
and the replacement of blood volume by trans- 
fused blood or an acceptable blood substitute to 
prevent death from exsanguination or shock. The 
first of these two principles is considered to be 
the more important. 

The methods available for control of various 
types of hemorrhage have been presented herein, 
and do not need further repetition except for 
the reassertion that the safest method for control 
of hemorrhage often is not one directed toward 
immediate and perhaps traumatic delivery. The 
situation is analogous to that in the management 
of most instances of toxemia of pregnancy, in 
that, although pregnancy is the cause of the com- 
plication, conservative procedures to effect de- 
livery often will produce results conducive to a 
decidedly lower mortality rate, even though they 
may require more time and effort on the part of 
the physician than other procedures would. 

The physician can rarely escape the responsi- 
bility of dealing promptly and intelligently with 
obstetric hemorrhage, since almost all impartial 
surveys of maternal deaths show that the pa- 
tients nearly always present themselves to the 
physician at an early time. 


Nonobstetric Treatment of Hemorrhage and 
Shock in Pregnancy 


In this section are presented some points in the 
treatment of the hemorrhage which relate to the 
restoration of blood volume lost by hemorrhage: 


Blood or Blood Substitutes—These, like any 
other agents in treatment, should be used in 
sufficient quantity to obtain the desired thera- 
peutic effect. In this case the desired effect is 
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to keep the patient out of a state of shock and 
to relieve serious anemia. Insufficient treatment 
will result in death of the patient by exsanguin- 
ation or will leave her barely surviving, with a 
value for hemoglobin which is dangerously low. 

In Figure 2 it is seen that in spite of the fact 
that this principle was constantly borne in mind, 
patients who received larger volumes of blood 
were those among whom anemia was greatest in 
the puerperium, and the anemia often approached 
dangerous limits. 


Vasoconstricting A gent s.—Vasoconstrictors 
such as 3 minims of epinephrine injected through 
the intravenous hose are very helpful in initiating 
the treatment of profound shock, provided the 
right part of the heart is at once supplied with 
enough circulating fluid. 


Determinations of Hemoglobin and Erythro- 
cytes Valueless—In some phases of hemorrhage 
hemoconcentration occurs, so that determinations 
of hemoglobin and erythrocytes are worthless as 
measures of the severity of hemorrhage (Fig. 3). 
The blood pressure is the best indication of shock 
arising from hemorrhage and of the patient’s 
resppnse to treatment. 


Solutions.—Solutions, such as those of sodium 
chloride and glucose, are not to be depended on 
for effective treatment of shock and hemorrhage, 
although they may be lifesaving in maintaining 
the patient until blood or a good substitute for it 
can be had. In the presence of excessive hemor- 
rhage and shock any innocuous fluid in the vein 
is better than none. 


Blood Pressure in Shock.—It is a good rule 
never to allow a patient’s blood pressure to re- 
main at so-called shock levels for longer than 
twenty minutes. Each minute a patient remains 
in a state of such deep shock that blood pressure 
cannot be elicited the chance of that patient’s re- 
covery diminishes, even though she may be re- 
trieved temporarily from shock. 


Presence of Toxemia and Diabetes.—Patients 
who have toxemia should not be treated with 
solutions of sodium chloride and patients known 
to have or suspected of having diabetes should 
not receive solutions of glucose during an emer- 
gency. 

Blood Substitutes and Acacia.—Satisfactory 
blood substitutes are now available in the form 
of plasma and solutions of acacia and can be 
used even in rural practice. At the clinic our ex- 
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perience with solutions of acacia has been entire- 
ly satisfactory in more than 100 obstetric cases 
and in general in more than 6,000 administrations 
of it. 


Need for Positive Pressure in Giving of Solu- 
tions in Shock.—Patients in deep shock may be 
found by the usual tests to be without pulse and 
blood pressure and they may have collapsed veins. 
It is easy to reach and puncture the veins satis- 
factorily but solutions will not flow by gravity, 
positive pressure being necessary. Failure to real- 
ize this will waste valuable time while the at- 
tendant searches for another vein or cuts down on 
one. In only one of the cases referred to herein 
was it necessary to cut down on a vein, although 
positive pressure was required on several occa- 
sions. Failure to recognize this situation has cost 
the lives of many patients by hemorrhage. 

Risk of Transfusion of Blood.—Because the 
transfusion of blood is associated with a small 
but definite risk, even in experienced hands, it 
is a procedure not to be used promiscuously. It 
is obviously better, when feasible, to avoid the 
necessity for the transfusion of blood by the 
prompt institution of effective procedures to con- 
trol the hemorrhage early and as completely as 
possible. 


Conclusions 


Evidence is presented which indicates that the 
reduction in the number of maternal deaths from 
hemorrhage has not kept pace with the reduction 
of maternal mortality from the other two main 
causes of death; namely, sepsis and toxemia. It 
therefore appears that there should be an im- 
provement in the use of available obstetric meth- 
ods for the control of hemorrhage, and especially 
should facilities for the transfusion of blood and 
good blood substitutes be made available to the 
entire population of the state. 

Ten years’ experience with the hemorrhages of 
late pregnancy and the puerperium is reviewed. 
There were two maternal deaths in the earlier 
half of the series (0.4 deaths per 1,000 deliv- 
eries), both of which were caused by sepsis sev- 
eral days after delivery. There were no deaths 
from hemorrhage directly. 
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POSTPARTUM HEMORRHAGES AND ASSOCIATED PROBLEMS 


HORACE D. McGEE, M.D. 


Saint Paul, Minnesota 


OST obstetricians and general practitioners 

practicing the art of midwifery have been 
confronted with one or more serious postpartum 
hemorrhages. Indeed, the anxiety caused by ap- 
palling, uncontrollable bleeding has left a vivid, 
horrible memory to many of them. It requires 
but a short time on an obstetrical ward to be- 
come impressed with the relative frequency of 
excessive and dangerous blood losses. It is fur- 
ther obvious that estimations of blood loss by 
many physicians and personnel of institutions 
are often inaccurate and prejudiced. There is 
the “too frequent maximum estimation of 500 
c.c.” when it is obvious to even a casual observer 
that a more accurate figure would be 1,500 to 
2,000 c.c. We believe, therefore, that it is im- 
portant to report blood loss data from time to 
time if for no other reason than to encourage the 
members of the medical profession to become 
“blood loss” conscious. Suitable measures 


should then be taken to combat certain evils re- 
sponsible for the postpartum hemorrhages. 


Competent investigators have almost unani- 
mously been impressed with the frequency of the 
above complication. They all agree that most 
physicians underestimate blood loss especially 
when in the hemorrhage levels. Thus, Litzen- 
berg® using 600 c.c. as the borderline, finds the 
incidence as 7.1 per cent. Williams’’ reports a 
13 per cent incidence; Peckham,’? 6.14 per cent ; 
Plass,° 9 per cent; Pastore,?® 6.4 per cent; and 
Reich,"* 5.65 per cent. This present report is 
no exception! We, too, were impressed—and 
alarmed. 

Our series comprises 1,007 consecutive cases, 
most of which were delivered by interns under 
the supervision of the resident. It is obvious that 
certain evils arise when one considers the dif- 
ferences in intellect, ability, and judgment of a 
large group of interns. Thus, faulty technique 
in the management of the third stage undoubted- 
ly accounted for some of our hemorrhages. It 
was noticed that a preponderance of our hemor- 
thages occurred during the first few days of 
the change of hospital service. Pastore,’ like- 
wise, has reported this observation and confirms 


From the Obstetrical Department, Ancker Hospital, Saint 
Paul, Minnesota. 
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*time of a uterine contraction. 


the statement that experience and ability of the 
operator and his assistants have a marked effect 
on blood loss. 


It must be admitted that no method of measur- 
ing blood loss in the third stage is 100 per cent 
accurate except by extremely technical chemical 
procedures. However, an honest attempt at 
measurement is considerably more accurate than 
by mere estimation alone. Our method is simple, 
reasonably accurate, and sterile in that no pans 
or instruments cause contamination by pressing 
on the patient’s perineum. In our drapes a 
sterile oiled nonabsorbent paper is folded in the 
shape of a funnel with the base under the pa- 
tient’s buttocks and the apex toward the floor 
where the blood is caught in a basin. There is 
no soaking of drapes and the blood thus caught 
may be added to the blood expressed with the 
placenta. In our hands this method has been 
very satisfactory. 


A study of blood loss naturally leads to other 
associated problems such as the effect of drugs, 
observations of the placental stage, involution, 
morbidity, mortality, et cetera. Our series of 
1,007 cases were separated into two alternate 
groups as follows: Group 1 received 1 c.c. of 
obstetrical pituitrin post second stage, 1 c.c. of 
hypodermic ergot preparation post placental 
stage, and ergotrate tablets gr. 1/160 every three 
hours for twenty-four hours and every four 
hours for the following forty-eight hours. 
Group 2 received only 1 c.c. of the hypodermic 
ergot preparation after the placental stage. An 
attempt was made to measure accurately the time 
of placental separation in minutes and seconds 
by the usual signs such as cord advance, gush of 
blood, and elevation of the uterus into a glob- 
ular firm mass. The placenta was then expressed 
as soon after the separation as possible at the 
Failures to ob- 
‘serve the process of placental separation and to 
express the placenta in spite of a relaxed uterus ~ 
accounted for several of our severe hemorrhages 
and retained placentas. Retained placentas and 
hemorrhages were almost uniformly more prev- 
alent during the first week of each service change 
since supervision was impossible in all cases. 
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TABLE I. HEMORRHAGES IN CUBIC CENTIMETER 
GROUPS 
Blood Loss Group 1 Group 2 
(in c.c.) No. of Cases No. of Cases 
600— 700 10 10 
700— 800 7 12 
800— 900 4 12 
900-1000 2 7 
1000-1100 6 5 
1100-1200 2 2 
1200-1300 1 2 
1300-1400 1 2 
1400-1500 0 4 
1500-1600 2 3 
1600-1700 2 0 
1700-1800 0 3 
1800-1900 2 1 
1900-2000 0 0 
2000-2100 0 0 
2100-2200 1 0 
2200-2300 1 1 
2300-2400 0 0 
2400-2500 2 1 
2500-2600 1 0 
3400-3500 0 1 
Total 44 65 











Calkins? stresses the importance of uterine mas- 
sage after the placental separation before ex- 
pressing it. He reports the low average blood 
loss of 179 c.c. in 800 cases. 


Blood Loss 


Our results on blood loss were as follows: 
Group 1 showed an average of 232 c.c. compared 
to 276 c.c. in group 2 or an average of 254 c.c. 
for the entire series. In group 1 there were 
forty-four hemorrhages of 600 c.c. or over for 
an incidence of 8.6 per cent while in group 2 
there were sixty-five hemorrhages for an inci- 
dence of 13 per cent. The average incidence in 
the two groups was 10.8 per cent. This figure 


is somewhat higher than that reported by other 
364 














TABLE II. CAUSES OF THE HEMORRHAGES 

Group 1 | Group 2 

Atonia alone 20 32 
Atonia, episiotomy and lacerations 3 2 
Atonia and cervical lacerations 2 2 
Atonia following abruptio placenta 5 2 
Retained placentas + 15 

Adherent placentas with manual 

removal 3 2 
Retained placentas due to pituitrin 4 0 
Low implantation of the placenta 0 1 
Placenta Praevia 0 2 
Retained membranes 0 2 
Laceration of the cervix 0 2 
Episiotomy 0 1 
Caesarian section 1 0 
Cause unknown 2 2 
Total 44 65 











observers, but is below William’s™ figure of 13 
per cent. Table I groups the hemorrhages into 
100 c.c. columns. 

As would be expected most of the above hem- 
orrhages were in the 600-700 c.c. group. It is 
interesting, however, to notice the astoundingly 
high blood loss of 3,400 c.c. in group 2 and the 
frequency of hemorrhages in the 2,000-2,600 c.c. 
group. In spite of such appalling hemorrhages 
there were no maternal deaths from this cause 
and it is interesting to note that the patient often 
exhibited little or no evidence of shock despite 
the losses reported. However, because of the 
possibility of secondary manifestations of shock, 
intravenous fluids were started early and blood 
cross-matched immediately. An effort was then 
made to replace the lost blood as soon as possible. 
In no case was uterine packing performed thus 
suggesting that this dangerous procedure is 
seldom required. 

In ascertaining the causes of hemorrhage it 
must be acknowledged that certain overlappings 
occur. Thus, Table II attempts to classify the 
causes of hemorrhage into various groups. 

From the above chart it is apparent that atonia 

‘was the preponderant cause of hemorrhage in 
‘poth groups. In fact, this one factor accounted 
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for nearly half of the cases. It is evident that 

much of this group can be eliminated by proper 

management of the third stage. This may be 

accomplished by intensive teaching of our medi- 

cal students and interns. It must be emphasized - 
that expression of the placenta without uterine | 
contraction is extremely dangerous and undoubt-° 
edly the cause of many unnecessary postpartum 

hemorrhages. 

Pituitrin after the second stage has often been 
accused of causing retained placentas by con- 
traction of the lower uterine segment before the 
placenta is expelled. In our series there were 
four cases attributable to this medication of 
which none was serious. On the other hand 
there were fifteen retained placentas in group 2 
which received no pituitrin. If the four retained 
placentas due to pituitrin are added to the four 
other cases in group 1 there is still a prepon- 
derance of retained placentas (fifteen to eight) 
in the group receiving no pituitrin. This would 
seem to indicate that pituitrin has a beneficial 
effect after the second stage in a certain number ‘ 
of cases in which separation and expulsion of 
the placenta is delayed. 

Our series indicate that long labors due to 
abnormal presentations, contracted pelvis, et cet-. 
era, markedly increases the blood loss. Thus, 
in posterior presentations the average blood loss 
was 415.6 c.c. compared to 254 c.c. in the entire 
series. The first stage averaged 11.77 hours in 
the entire series compared to 17.6 hours in pos- 
teriors while the second stage was 43.5 minutes 
compared to 1 hour 31 minutes in posteriors. 
This observation is contrary to that expressed 
by Calkins* who considers posterior presentations 
normal. He finds very little difference in the 
length of labor in anterior and posterior presen- 
tations. He* further states that the length 
of labor has no influence on the amount of 
blood loss in the third stage. Our experience, 
however, has taught us to respect long labors if 
for no other reason than the danger of hemor- 
rhage—and this in spite of rests, fluids, and ade- 
quate hursing care. Calkins does emphasize a 
point, however, to which we fully subscribe, 
namely the marked influence of ether and other 
gas anesthetics on the blood loss. We, like he,‘ 
advise the discontinuance of anesthesia after the’ 
second stage as soon as possible in order to 
allow the uterus to contract firmly. If anesthesia 
is required later for the repair or other proced- 
ures it may be readministered. 
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In summarizing this part of this report we 
wish to emphasize once more the remarkable 
tolerance of pregnant women towards blood loss. 
Their apparent plethoric state has been verified 
time and again. This single factor has allowed 
many physicians to “get by” when they esti- 
mated the blood loss at 500 c.c. It is important 
to remember that shock rarely or ever occurs 
from a blood loss of 500 c.c. unless accompanied 
with other complications. Thus, when an ob- 
stetrical patient is in shock in spite of average 
blood loss, one must think of other complications 
such as ruptured or inverted uterus, embolism, 
heart failure, et cetera. 


Placental Separation 


Various reports on the timing of placental 
separation are found in the literature. The older 
works almost uniformly reported longer pla- 
cental stages than the more recent investigations 
indicate. Thus, until the past few years students 
were taught that this stage lasted fifteen to 
twenty minutes. Recent observations show that 
the placental separation is often simultaneous 
with the second stage or in the first minute 
thereafter. Davis and Boynton’ found that when 
intravenous ergot was injected at the time the 
anterior shoulder was brought into view, the 
placenta was delivered in less than three min- 
utes in 754 out of 1,020 cases. However, when 
the ergot was not given until after the placenta 
was delivered the placental stage was usually over 
four minutes. In our series the average time 
of placental separation was 4.17 minutes, being 
3.5 minutes in group 1 and 4.84 minutes in 
group 2. It must be realized that this difference 
in the two groups is probably not due to pituitrin 
since the action of pituitrin intramuscularly is 
not obtained until 3 to 5 minutes according to 
Davis. It can further be stated that a great 
number of the placentas in both groups separated 
immediately or in the first minute but that a few 
retained placentas inade the average much higher 
than usually obtained. 

In spite of the usual text book signs of pla- 
cental separation, it is not always easy to deter- 
mine this phenomenon. We are certain that in 
some cases hemorrhage was caused by too hasty 
expression with resulting partial separation and 
atonia of the uterine musculature. However, 
many hemorrhages were also caused by “too late” 
expression with a resultant filling of the uterus 


365 











with blood back of the placenta. The old teach- 
ing of waiting for the mother to expel the pla- 
centa is not justified. There is danger of con- 
tamination and excessive fatigue in a patient who 
is already exhausted in most cases. The patient 
is anxious to rest and a simple expression will 
allow her to return to bed. In most cases the 
placenta was easily expressed. In others, suppos- 
edly retained placentas were expressed with little 
difficulty by the resident though the intern en- 
countered difficulty due to inexperience. Some 
of the retained placentas occurred in obese 
women the obvious difficulty simply being failure 
to palpate the uterus. We encountered no in- 
versions of the uterus or other unfavorable com- 
plications by our expression technique. Occa- 
sionally the cervix was pushed downward too 
far so that it presented at the introitus. By 
simply inserting the hand downward above the 
symphysis the uterus could usually be brought to 
a higher position. It was noticed that unless the 
uterus was thus replaced bleeding was often quite 
profuse. 


Morbidity 


A study of blood loss necessarily involves a 
determination of morbidity. Our definition of 
morbidity is commonly cited and so any patient 
with a temperature of 100.4 on any two days of 
the puerperium after the first twenty-four hours 
is considered to have a morbidity. In spite of 
our high incidence of hemorrhages our morbid- 
ity was only 4.75 per cent and was approxi- 
mately the same in both groups. This figure 
compares very favorably with the reports in the 
literature and includes any condition causing 
fever in the puerperium. No attempt was made 
to exclude upper respiratory infections, pneu- 
monia, pyelitis, or other incidental infections. 
Peckham and Kuder"™ report a clinic morbidity 
of 17.10 per cent with 39.6Z per cent for oper- 
ative procedures and 24.46 per cent for spon- 
taneous deliveries with hemorrhage. Our low 
morbidity is undoubtedly due to several, factors. 
The most important one is that very conserva- 
tive obstetrics is practiced, forceps of any kind 
being applied only when indicated and after 
consultation with the attending man. Vaginal 
examinations are prohibited unless necessary, all 
visitors (including the husband) are barred, and 
all unnecessary procedures are discouraged. We 
attempt to replace blood in those who have 
obviously suffered from hemorrhage or whose 
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hemoglobins are unnecessarily low. Lately the 
sulfonamide group of drugs has helped our ree- 
ords. It is interesting to notice that the morbid- 
ity in the two groups was similar, indicating that 
perhaps the routine use of ergot preparations in 
the postpartum period is of doubtful value from 
this point of view. 


Involution 


This study was undertaken primarily to eval- 
uate the effect of ergot in the postpartum period. 
Thus, group 1 was given ergotrate gr. 1/160 
every three hours for twenty-four hours and 
then gr. 1/160 every four hours for the next 
forty-eight hours. Group 2 received no ergot 
preparation whatsoever. On the day of dis- 
charge the height of the fundus above the sym- 
physis was accurately measured in centimeters. 
Interestingly enough, no beneficial effect was 
noticed in group 1. Thus, in group 1 the height 
of the fundus was 6.18 cms. on the eighth post- 
partum day and 5.61 cms. on the ninth day while 
in group 2 it was 6.29 cms. and 5.79 cms. It 
should not be difficult to understand why there 
is little or no difference. In fact one might 
argue that perhaps ergot slows involution by 
causing excessive contraction of the uterine mus- 
culature with an obvious local anemia due to 
constriction of the blood vessels. Galloway* con- 
siders involution as the most important physio- 
logic change taking place in the puerperium and 
agrees with Teacher and Wormser™ that the 
most important factor in involution is proper 
separation of the placenta with complete removal 
of all the products of conception. Adair, Davis, 
Kharasch, and Legault,’ working with ergotocin, 
concluded that in all instances the process of 
involution was hastened or favored by the use 
of this preparation. They also stated that in 
infected cases ergotocin seemed to hasten expul- 
sion of the lochia, increased contractions, and 
helped involution. We, however, have failed to 
substantiate this finding, our infected cases show- 
ing just as rapid involution as the cleaM ones 
provided all the products of conception were 
removed. Kronig, in 1901, held that infection 
does not interfere or delay the regeneration of 
the mucosa. Williams’* observations indicated 
that neither the existence of moderate infection 
nor retention of fetal tissue following abortion 
or full term labor seriously interfered with re- 
generation outside the placental site although def- 
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initely delaying the involution of the latter. He 
showed that the placental site usually disappeared 
about the seventh postpartum week while out- 
side the placental site the mucosa was completely 
restored by the fourth week. 

Postpartum examinations at six weeks failed 
to reveal a difference in involution of the two 
groups. Thus, the number of subinvolutions, 
retroversions, erosions, etc., were approximately 
the same in each group. One interesting obser- 
vation was that the duration of the red lochia 
is considerably longer in both groups than pre- 
viously taught. In many of our patients the red 
lochia persisted for three to four weeks even 
though involution seemed to be normal at the 
six weeks’ examination. Often the red lochia 
returns after the patient resumes her duties at 
home and may persist three to six weeks in ex- 
treme cases. Moir,® studying 250 patients, found 
the average duration of red lochia to be twenty- 
four days in contrast to previous teaching of four 
to ten days. In his series subinvolution and ret- 
roversion did not prolong the red lochia stage. 
Nursing, age, and parity likewise had no effect. 

In group 1 complaints of after-pains were 
much more frequent than in group 2. In a few 
cases the pains after the administration of er- 
gotrate were so severe that the patient requested 
its discontinuance. Primiparous women seldom 
complained of after-pains in either group, an 
observation often confirmed. 


Drug Reactions 


Before the routine use of any drug is pre- 
scribed a thorough study must be made as to its 
toxity, untoward reactions, and danger to life. 
It is important and imperative that all untoward 
reactions be reported to the medical pro- 
fession. Though we had no deaths from the ad- 
ministration of drugs, the anxiety and worry 
caused by certain reactions warranted extreme 
caution before the use of routine pituitrin or 
ergot, especially by the intravenous route. In 
two cases our hypodermic preparation of ergot 
caused extreme shock, skin manifestations, dysp- 
nea, and other side reactions. In three cases 
ergotrate tablets had to be discontinued because 
of severe pains in the legs. That the fluid ex- 
tract of ergot is dangerous is indicated in the 
unpleasant reactions of nausea and vomiting and 
the state of ergotism and dry gangrene of the 
extremities with prolonged administration. 
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Thus, Welkoff and Ferguson’ reported bilateral 
dry gangrene of the legs after the patient had 
taken two fluidounces over a five-day period. 
Davis and Boynton,’ studying ergonovine, state 
that this drug has no undesirable reactions re- 
gardless of the mode of administration. This 
statement seems dangerous, however, since some 
individuals may be allergic to any vegetable prod- 
uct. It is true that they may not have encoun- 
tered any reactions in their relatively small series 
but such a statement seems unlikely to hold in-a 
larger group. Just one death from a routine 
drug would justify its discontinuance unless the 
effects through reduction in blood loss and hem- 
orrhages markedly offset this danger. 

Pastore," working with intravenous pituitrin 
(1.5 minims of surgical pituitrin in 2.5 c.c. nor- 
mal saline), had 5 cases of pituitrin reaction out 
of ninety-six cases with one death. In patients 
with hypertension pituitrin causes marked eleva- 
tion of blood pressure and also causes urinary 
retention according to Davis.® 

Would it not be safer to reserve intravenous 
ergot and pituitrin to those relatively few cases 
of atonia which can’t be controlled otherwise? 
Our unfortunate reactions have encouraged us to 
assume a skeptical attitude. 


Mortality 


There was one death in this series—a five and 
one-half month probably self-induced abortion of 
a hydrops fetalis fetus, retention of the placenta, 
manual removal of a necrotic, edematous en- 
larged placenta, severe transfusion reaction, and 
death on the third postpartum day from gas 
bacillus infection (B. Welchii). This patient 
had severe abdominal pain, rapid pulse, and a 
temperature of 102.4° before delivery indicating 
that perhaps the patient had the infection prior 
to delivery. It was difficult to determine whether 
the symptoms after delivery were due to the gas 
bacillus infection or to the transfusion reaction 
since both are similar. 


Fetal Mortality 


The fetal mortality in this series was only 
thirty-eight in 1,007 coses. Thus, there were ten 
macerated fetuses, seven stillborn intrapartum 
deaths, fourteen premature neonatal deaths, and 
five neonatal term births. Of these, fifteen were 
under 3 pounds, the smallest weighing only 380 
grams. Any fetus 27 centimeters or more was 
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used in the statistics and was reported to the 
state board of health. 

That conservative obstetrics was practiced is 
evident since only three cesarean sections were 
performed and-that 945 out of 1,007 cases were 
allowed to deliver spontaneously. This fact alone 
is meaningless unless the fetal and maternal mor- 
tality and morbidity are correspondingly low. 
Since in this series both the maternal and fetal 
mortality were low we wish to emphasize the 
well-known observation that conservatism in ob- 
stetrics pays the highest dividends in the final 
analysis. 

Conclusions 


1. Estimations of maternal blood loss are in- 
accurate. There is a tendency to underestimate 
excessive losses and to overestimate minimal 
amounts. 

2. Pregnant women seldom show clinical signs 
of shock unless blood loss is excessive (usually 
over 1,000 c.c.) unless other factors such as 
trauma, anemia, malnourishment, etc., are also 
present. 

3. In our series hemorrhages over 600 c.c. 
were encountered in 10.8 per cent of our cases. 

4. Hemorrhages occurred 4.4 per cent less in 
cases in which pituitrin was used after the second 
stage than in those in which none was used. 

5. Our average blood loss was 254 c.c., being 
44 c.c. less in the group receiving pituitrin. 

6. Long labors from any cause tend to in- 

crease the loss of blood. 
7. Blood loss should be replaced as soon as 
possible to reduce morbidity, secondary shock, 
and to prevent anemia and subseqjuent complica- 
tions. 

8. Uterine atony accounted for approximately 
half of all our hemorrhages. 

9. Most placentas separate in less than one 
minute. The average time in our series was 4.17 
minutes but this average is erroneous since a 
few retained placentas markedly increased the 
average. 

10. Pituitrin by hypodermic injection “had lit- 
tle or no effect on placental separation since most 
of the placentas were separated before the 
pituitrin had time to exert its effect. 

11. Timely expression of the placenta is bene- 
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ficial to the patient both in the reduction of blood 
loss and in allowing the patient to return to bed 
for needed rest. 

12. The routine use of ergot has its doubtful 
value since in this series it failed to lower mor- 
bidity, failed to encourage involution, was re- 
sponsible for severe after-pains, and in a few 
cases produced serious reactions. 

13. Pituitrin must be used with extreme care 
since severe reactions are not uncommon. 

14. The maternal mortality was 1 death in 
1,007 cases, a 5% month probably induced abor- 


"tion, the patient dying from gas bacillus perito- 


nitis and transfusion reaction. 

15. The fetal mortality was 38 cases in 1,007, 
Fifteen of these were under 3 pounds, ten of 
them being macerated. 

16. The maternal morbidity was only 4.75 
per cent, conservatism being responsible mainly 
in obtaining this low figure. 

17. By reporting blood loss series it is hoped 
that the medical profession will become more 
“blood loss” conscious. 
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DELAYED SPEECH FROM THE STANDPOINT OF A PSYCHOLOGIST 


GRACE ARTHUR, Ph.D. 


Saint Paul, Minnesota 


% IS not surprising that parents, teachers and 
even physicians become alarmed when a child 
fails to develop satisfactory speech habits at about 
the normal age. In a large percentage of several 
hundred cases of delayed speech observed, the 
slowness in learning to talk was symptomatic of 
slowness in general intellectual development. 
Sometimes the total picture was one of slower 
development than that of the average child, phys- 
ically and emotionally as well as intellectually. 

The histories of these cases showed unexpected 
variety. They: included: birth injuries; brain tu- 
mor ; encephalitis lethargica ; poliomyelitis ; epilep- 
sies; poor general constitution, with lack of 
speech drive only one of many lacks; mutism, 
with speech drive reduced almost to the vanish- 
ing point; family histories of speech disorders of 
various kinds; hereditary feeblemindedness ; 
glandular imbalance; defective hearing; mongo- 
loid characteristics; structural anomolies that 
made the taking on of speech habits more dif- 
ficult than for the average child; and various 
other conditions too numerous to tabulate. 

The subsequent histories of these cases were 
as varied as those preceding examination. A very 
few made normal recoveries without special 
help. The majority continued to show retarded 
mental development, but in time developed some 
speech. Only a few failed to learn to say a few 
simple words. Of these few, only one was un- 
der immediate supervision from infancy to 
adolescence. This case had been diagnosed as an 
encephalitis shortly after birth. 

Because .of their good nature, children with 
mongoloid characteristics appear to be more 
trainable than certain other types. Glandular im- 
balance, slow general development accompanying 
prolonged illness during the first few years of 
life, defective hearing, and oral inactivity in chil- 
dren otherwise normal seem to be the conditions 
accompanying the delayed speech cases that re- 
spond best to therapy. 

One child who earned a borderline rating 
(1.0.78) on a Binet scale at the age of six, was 
helped to make a normal adjustment as speech 
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cleared and at the age of ten was doing better 
than average school work with a Binet I.Q. of 
106. Another child with about the same rating 
(1.Q.80) seemed more promising. The mother’s 
attention, however, was absorbed by twin babies, 
and by the time she became alarmed enough to 
try to codperate in plans for therapy, habits of 
non-understandable speech were so firmly fixed 
that little could be accomplished. Intelligence 
ratings on the Binet scales drop rapidly when 
the child cannot talk understandably, and so this 
child, by the time she reached ‘adolescence, had 
earned a succession of feebleminded ratings that 
resulted in her placement in a school for the sub- 
normal. 

A duller child than either of these received 
intensive training over a long period. She not 
only learned to talk understandably, but made 
a comfortable school and social adjustment with 
a group several years younger than herself. 

Because of the influence of speech upon Binet 
ratings, it is difficult to make a correct diagnosis 
for a non-talking child without the use of a non- 
verbal scale. Two children in the group had nar- 
rowly escaped commitment as feeble-minded on 
the basis of low ratings given them by examiners 
inexperienced in dealing with cases of delayed 
speech. One of these, with a Binet I.Q. of 110 is 
now ina junior high school. The other is in high 
school. He has a Binet I.Q. of 119, and an I.Q. 
of 141 on the Point Scale of Performance Tests. 
This is significant, as many cases of oral inac- 
tivity are non-verbalists in contrast with stam- 
merers, who often tend to be highly verbalistic. 

Another child with extreme oral inactivity 
earned a low average rating (1.0.88) on the 
Kuhlmann-Binet Scale at the age of four. The 
mother was interested and intelligent enough to 
carry out detailed instructions. By the time this 
child was ready to enter the second grade, the 
rating had increased to “very superior” (I.Q. 
136). Stammering is not unusual at one stage 
of recovery from severe oral inactivity, but may 
be temporary if recognized for what it is and 
given appropriate treatment. This child stam- 
mered for several months. The mother was con- 
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scientious in carrying out instructions. Since the 
stammering cleared, speech has been normal and 
school progress much better than that of the av- 
erage child. 

Whatever help is to be given the non-talking 
child should be given during the early years of 
rapid development. Therapy planned for the child 
with a poor speech drive is quite different from 
that given the child with a strong speech drive 
who is having difficulty in making himself under- 
stood. 

Whatever the causative factors, the adjustment 
of the child with delayed speech needs to be 
watched. Help should be given until a satisfac- 
tory social and academic adjustment has been 
made. The nature of the adjustment depends 
upon many factors. For some children, the only 
comfortable adjustment will be in a school for 
the subnormal. For others, it will be college with 
honors. The important thing is for each child to 
get the help that he needs in time to enable him 
to develop whatever potential abilities he may 
possess. 

Summary 


In a large percentage of several hundred 
cases of delayed speech, slowness in learning 
to talk was symptomatic of slowness in gen- 
eral intellectual development. 


HYPERTENSION—BLUMENTHAL AND WETHERBY 


The histories of these cases are varied. They 
include birth injuries, glandular imbalance, 
structural anomalies, defective hearing, oral 
inactivity and other conditions too numeroys 
to tabulate. : 


In some cases normal speech developed, 
“Only a few failed to learn at least a few sim- 
ple words. The majority developed simple but 
understandable speech. 

Because of their good nature and willing- 
ness to cooperate, children with mongoloid 
characteristics are often more trainable than 
other types. 

Glandular imbalance, slow early general de- 
velopment resulting from prolonged illness, 
defective hearing, and oral inactivity in chil- 
dren otherwise normal appear to be among the 
conditions that respond best to therapy. 

Because of the influence of speech upon 
Binet ratings, there is danger in using these 
scales as a basis for diagnosis in cases of de- 
layed speech. 

Whatever help is to be given the non-talking 
child should be given during the early years 
of rapid development. 

It is important for each child to get the help 
he needs in time to enable him to develop 
whatever potentialities he may possess. 





VITAMIN A IN THE TREATMENT OF HYPERTENSION 


JACOB S. BLUMENTHAL, M.D. and MACNIDER WETHERBY, M.D. 
Minneapolis, Minnesota 


T times hypovitaminosis of several of the 

vitamins has been reported as a possible 
factor in the causation of hypertension. There 
has been very little substantiating evidence but 
vast quantities of vitamins have been sold on 
this basis.. Juan Govea Pefia and M. Villaver- 
de® *»* of Cuba have recently reported on the 
use of vitamin A in large doses in hypertension. 
They rationalize this treatment by citing the work 
of Herfort’ who states that vitamin A exercises 
a stimulating effect upon the internal and exter- 
nal secretions of the pancreas. They then state 
that assuming that these secretions contain hypo- 
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tensive hormones, vitamin A would then exercise 
the same hypotensive action indirectly by exciting 
production of such hormones. These authors then 
further report that they have studied the content 
of vitamin A and total carotinoids in the blood of 
chronic arterial hypertensives and have found 
a low content of this vitamin. Sixty-five cases 
are reported as being treated. The dose was 
180,000 international units daily for two weeks 
followed by maintenance dose of 90,000 inter- 
national units daily. A drop in blood pressure 
was noted as long as the medication was con- 
tinued. The hypotensive action of this medica- 
tion was then declared to have been “not only 
undeniable but remarkable.” Only four out of 
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RESULTS OF TREATMENT IN TWENTY CASES 














Before After Change 
Treatment Treatment 
Av- Av- Av- Av- 

oe | SHEE | SEP | SHEE | se | ae 

tolic | tolic | tolic | tolic | tolic | tolic 

Blood | Blood | Blood | Blood | Blood | Blood 

Pres- | Pres- | Pres- | Pres- | Pres- | Pres- 

No.| Name] sure | sure | sure | sure | sure | sure 
a15.J.| 174 | 10 | 177 | 14 | +3] 44 
2\S. Y.| 158 107 134 80 | —24 | —27 

3|A.G.] 179 101 161 91 —18 | —10 

4/E.0O.| 163 106 188 115 | +25 | +9 

5|M.F.] 196 119 213 118 | +17 | —1 

6|C.S.| 240 136 229 133 | —11 | —3 

7| A. H.| 233 116 250 130 | +17 | +14 

8|F.L.}] 198 122 211 123 | +13 | + 1 

9|B.W.| 212 116 216 1138 | +4/—3 

10|J.M.| 198 100 201 101 | +3/+1 
11}H.A.| 170 110 171 111 +1;/+1 
12}L.C.} 190 102 177 94 | —13 | — 8 
13 |M.C.| 210 105 206 109 | —4|,+4 
14}0.H.| 235 97 229 120 | —6| +23 
15|}A.D.| 170 104 172 103 | +2|;—1 
16|H.F.| 206 108 199 108 | —7| +0 
17|}H.M.} 180 118 177 100 | — 3 | —18 
18} J. S. | 203 110 205 110 | +2; +0 
19} W.S.| 242 127 239 129 |} +3|+2 
20 | A. F. | 200 110 206 110 | +6|] +0 


























sixty-five cases and these of malignant hyperten- 
sion were not benefited. 

This report is on the result of the use of vita- 
min A in large doses in twenty cases of hyper- 
tension followed at the University of Minnesota. 
These patients were not selected. They were 
taken consecutively. Their chief complaints 
were headache, dizziness, and dyspnea on exer- 
tion. They were not decompensated. No 
marked coronary diseases were included in this 
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These cases were given capsules con- 
taining 50,000 international units of vitamin A 
each. 200,000 international units of vitamin A 
were given daily. This dosage was continued 
for two weeks and followed by a maintenance 


series. 


dose of 100,000 international units daily. The 
average period of treatment was eight weeks. 
There were six males and fourteen females. 
Ages varied from thirty-one to sixty-nine years. 
The average period of known hypertension was 
seven and one-half years. In all cases many 
blood pressure readings were taken to get an 
average and all readings were taken under simi- 
lar circumstances before and after treatment. 
Subjectively, six patients said they felt better 
but this improvement had no apparent relation 
to the blood pressure. The trend of readings as 
shown in the table, did not give evidence of any 
action on blood pressure whatsoever. Our find- 
ings did not corroborate the reported hypoten- 
sive action of vitamin A. 

The systolic blood pressure determination of 
these twenty hypertensive patients after treat- 
ment was of a higher average in eleven cases 
and lower in nine cases. The diastolic blood 
pressure was of a higher average in nine cases, 
lower in eight cases and the same in three cases. 
There was no striking evidence of any changes in 
blood pressure following therapy other than the 
usual variations in readings. 


Summary 


Vitamin A* in doses up to 200,000 interna- 
tional units daily for two weeks followed by 
100,000 international units daily for six to twelve 
weeks did not have any significant effect on the 
blood pressure determination of twenty hyper- 
tensive patients. 





*Vitamin A furnished through the courtesy of J. B. Roerig 


and Co., Chicago, Illinois. 
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CLINICAL-PATHOLOGICAL CONFERENCE 


MINNEAPOLIS GENERAL HOSPITAL 


A. J. Hertzog, M.D., and S. V. Loisness, M.D. 
Pathologists 





Dr. Petit: The case this morning is that of a white 
man forty-eight years old who was admitted to the 
Medical Service of this hospital for the first time on 
February 16, 1943. His present illness began three days 
before admission when he noted fever, malaise, anorexia 
and cough. Within a few hours he began to have 
chilly sensations and felt feverish. His coughing in- 
creased and he began to raise a small amount of blood- 
streaked sputum. His breathing gradually became more 
labored, and he noticed sharp pain in his right chest 
associated with respiration to some extent. During the 
evening of February 16 his temperature rose to 105 de- 
grees, so he was brought to this hospital. His past 
history is of importance in that he stated that he 
had had heart disease for twenty years. A physician 
examined him and told him he had a murmur, and 
since then he has been taking digitalis. He has had 
intermittent palpitation and mild shortness of breath 
on exertion, but has never had edema of his legs. He 
operated a small restaurant until one year ago, but 
since then has been unemployed. However, he was 
active until a few days ago, and his cardiac symptoms 
have remained mild. He stated that he has never had 
rheumatic fever or syphilis. 

On admission his temperature was 103.8 degrees, his 
pulse rate 100, respiratory rate 24 and blood pressure 
150/74. He was flushed and dyspneic, coughed fre- 
quently and appeared seriously ill. Examination of the 
head and neck was essentially negative. His heart ap- 
peared to be markedly enlarged and its rhythm was 
totally irregular. A loud rough systolic murmur was 
heard over the entire precordium, especially over the 
aortic area, and it was transmitted into the neck. A 
systolic thrill was palpable at the base of the heart, 
and a high pitched early diastolic murmur was audible 
to the left of the upper part of the sternum. His venous 
pressure was 9 cm. of water. Crepitant rales were 
heard throughout the left lung field, especially over the 
upper lobe, and in this region the breath sounds were 
diminished and of bronchial type. There were a few 
scattered rales and rhonchi over the right lung. His 
abdomen was moderately distended and tympanitic, but 
was not tender and no masses were felt. Rectal ex- 
amination was negative, and no abnormalities were noted 
in his extremities. A tentative diagnosis of left upper 
lobar pneumonia and rheumatic heart disease was 
made. 

Laboratory studies revealed the following information: 
Hemoglobin 90 per cent (Sahli) ; leukocyte count 10,500 
with 68 per cent neutrophiles; and 
urinalysis negative. <A contained 
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Kline negative; 
sputum sample 
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pneumococcus type IX. A cardiogram showed left 
preponderance, auricular fibrillation and changes in the 
T-waves suggesting myocardial damage. An x-ray of 
his chest showed a large heart of the left ventricular 
type, and extensive consolidation of the left upper lobe. 
He was given 4 grams of sulfathiazole, followed by 
one gram every four hours. He had been taking one 
grain of digitalis daily and this was continued. Shortly 
after admission he was placed in an oxygen tent. After 
12 hours his temperature fell to 101 degrees, but the 
next morning it again rose to 103 degrees and remained 
high until his death. He gradually became more 
dyspneic, rales were heard over both lungs and he died 
on February 19, 1943, three days after admission A 
blood culture drawn on the last day was negative. 


Dr. Hertzoc: This man had pre-existing heart disease 
and developed lobar pneumonia from which he failed 
to recover. Dr. Peppard, have you any comments? 


Dr. PeppaArp: This man evidently died from lobar 
pneumonia. We still have an appreciable death rate 
from that disease, especially in people with complicating 
diseases and in the older patients. If this man had 
been seen earlier, he might not have died. Recently, 
in this hospital, we have had several deaths from lobar 
pneumonia in men who were chronic alcoholics and had 
fatty livers. It is well known that they have markedly 
reduced resistance to infection. This patient had an 
associated heart disease. From the story, it was prob- 
ably an aortic lesion, with stenosis and insufficiency. 
He may have had an associated mitral deformity— 
many of them do. He gave no history of rheumatic 
fever, but that is true of many persons with rheumatic 
heart disease. 


Dr. Hertzoc: Dr. Arthur will now present the autopsy 
findings. 


Dr. ARTHUR: The most interesting findings were in 
the chest. The left lung weighed 920 grams. Its upper 
lobe was firm, red and airless; pus could be expressed 
from the small bronchi. The lower lobe was only 
slightly congested. The right lung weighed 1030 grams. 
It was diffusely congested and edematous. Each pleural 
erg” contained approximately 200 c.c. of cloudy tan 

uid. 

When the breast plate was removed, it was noted 
that the internal mammary arteries were significantly 
dilated. A finger was inserted into the aorta through 
a small incision and an obstructing lesion was felt in 
the arch. The pericardium was slightly thickened and 
fibrous with a few thin calcified plaques, and it was 
densely adherent to the heart. It was also firmly 
adherent to the medial surface of the left lung and 
to the diaphragm. The pericardium, heart and great 
vessels were removed together, and the heart is esti- 


(Continued on Page 384) 
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HISTORY OF MEDICINE IN DODGE COUNTY 


BY JAMES ECKMAN 
Rochester, Minnesota 
and 


CHARLES E. BIGELOW. M.D. 
Dodge Center, Minnesota 


(Continued from March issue.) 


Milton Township, named for John Milton (1608-1674), was organized on 
May 20, 1858,° and Dr. John Quincy Adams Vale (1825-1903), who eight 
years previously had been practicing medicine in Meigs County, Ohio, was 
elected first chairman of the board of supervisors. He was reélected to this 
post in 1859.5 Doctor Vale was in every respect a pioneer, and had been in 
Pine Island in 1855, but how he happened to be in Milton Township in Dodge 
County in 1858 is not known. He moved to Homer in Winona County in 1861, 
and there he died on September 3, 1903, as will be shown later. 

Indians inflicted neither death nor injury on the pioneers of Dodge County, 
for by the time the settlers arrived the red man had been driven far to 
the west, except for a few occasional bands of wandering savages who were 
beggars rather than marauders. Yet, if one story can be believed, Dodge 
County was the first to learn that the fearful massacre of 1862, in which 
Dr. Otis Ayer (1817-1889,27 Dr. Asa Wilder Daniels (1829-1923),** Dr. 
Jacob W. B. Wellcome, Sr. (1825-1906)** and others rendered such signal 
medical and surgical services, was contemplated by the Sioux. An old 
resident of Dodge County once recalled: 


In February, 1862, a Winnebago and his family stopped with us over night, on their 
way to Wisconsin. In his broken dialect he said to us: “Sioux kill white man! Sioux kill 
Winnebago! Grass—pony—eat!” By questioning we ascertained that what he wished to 
communicate was, that when the grass had grown sufficient for their ponies to live, the 
Sioux were coming to kill the white men and Winnebagos, and he and his family were 
fleeing from what we then thought imaginary danger, and so gave his story no particular 
credence; yet it proved to be thé first intimation of the terrible massacre which occurred 
the following summer.“ 


The War and the Railroads, 1860-1870 


The tempestuous years immediately preceding the War of the Rebellion 
and those of the war itself seem not to have deterred physicians from locating 
in Dodge County. Dr. John Jacob Everhard (1829-1908), a graduate of the 
Rush Medical College of Chicago iin the class of 1856, settled in Mantorville 
in 1860, and remained there until 1874. One of his first patients when he 
arrived in the town was a person who had been bitten by one of the rattle- 
snakes previously mentioned. Doctor Everhard was joined two years later 
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by Dr. Jasper Bedient (1838-1920), a native of New York State who had 
been graduated from the Berkshire Medical College of Pittsfield, Massa- 
chusetts, in the class of 1860. Doctor Bedient settled in Mantorville, but 
he was to spend most of his life in Kasson. 


In certain sections of Dodge County there was opposition of some degree 
to the draft during the War of the Rebellion, but the services of the county’s 
physicians in this war seem to have been creditable. Only one, so far as is 
known, gave his life in the struggle. This was Dr. Augustus O. Potter of Mantor- 
ville, who had come to that town before the outbreak of the war, as previously 
mentioned. He joined the Sixth Minnesota Regiment of Volunteers as assistant 
surgeon. The Adjutant General’s Office of the War Department®® has reported 
that Dr. Potter died of disease at Helena, Arkansas, on September 13, 1864. He 
was an unusually skilled physician and surgeon, and was reputed to have risen 
rapidly in the army. 

Dr. Edward P. Kermott, then of Wasioja, enlisted in Company C of Dr. Potter’s 
regiment in 1864. He served as a private soldier, but before he was mustered 
out he was promoted to the rank of corporal, as will be shown later. 


Doctor Dartt also enlisted as a private soldier. Eventually, he gained the 
rank of captain of his company. He served in Company A of the Fifth Minne- 
sota Regiment of Volunteers, formed in May of 1862. He thus took part in 
such events as the Siege of Corinth and the Battle of Iuka; but he resigned 
his commission on April 12, 1863, because of poor health, and returned to 
Mantorville. So far as is known, he never again practiced medicine, but 
turned his interest toward farming and other pursuits. 


Dr. James A. Garver served with Indiana regiments, as will be shown later. 


Dr. James Mansfield Ryder served in the War of the Rebellion as a private 
soldier in the Fifth Minnesota Regiment of Volunteers. He was discharged for 
disability in December of 1862, and returned to Milton Township. 


Doctor Everhard remained in the county during the war. It is believed that 
he had not been able to satisfy the requirements of the physical examination, for 
some reason. 


The melancholy medical history of one resident of Dodge County during and 
after the War of the Rebellion has been recorded, and it is quoted as it was 
written :77 


He had been struck by a bullet in the left groin, and after cutting the neck of the bladder 
and crushing through the pelvis bone, it lodged in the right hip. For eight days our boys 
lay on the field, suffering, in addition to their wounds, the pangs of thirst and starvation. 
After staying a few days at Centerville, Mr. White proceeded to Fairfax Seminary hos- 
pital, and was discharged in November. He then went to Rochester, New York, to visit 
relatives and secure treatment from a noted surgeon there. The wound was now partially 
healed, but the doctor proceeded to enlarge it so as to remove the pieces of bone. Before 
this could be accomplished the doctor was prostrated by a long attack of fever. As neither 
physician nor patient had faith in the skill of others, the wound was healed before the 
former recovered. Thus it remained until August 26, 1866, the fourth anniversary of the 
wound, when the bullet was cut from the hip by the same physician, Dr. E. B. Moore.* In 
1883 Mr. White was again forced to submit to the surgeon’s knife, a stone having formed 
in his bladder around a fragment of bone floating there. This was removed at Rush 
Medical College, in Chicago, and he is now [1884] enjoying better health than ever before 
since his injury. 





*The physician referred to above probably was Dr. Edward Mott Moore (1814-1902). He was the most 
famous surgeon in Rochester, New York, from_ 1840 until about_1890, and_was professor of surgery in 
several Eastern colleges as well as in the old Starling Medical College of Columbus, Ohio. In 1890 he 
was elected to the pogidoney of the American Medical Association, and he had already served as presi- 
Society of the State of New York. 
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This apparently was an instance in which a settler of Dodge County forsook 
the practitioners of his own community for those of the East (or at least, Chi- 
cago). The patient had settled in Kasson in 1866. 


Dr. Reuben Willson (1822-1900) was a veteran of the War of the Rebellion 
who came to Mantorville in 1866, where he remained for about ten years. 


Dr. James McLaughlin (1816-1883), a North of Ireland man, came to 
Mantorville in 1866 from Beaver Dam, Wisconsin. He was wealthy, affable 
and highly educated,’ so that although he had practically retired from the practice 
of medicine by the time he came to Dodge County, he was much sought by other 
physicians in the county for consultation." 


A Doctor Dearborn, a woman physician, apparently was practicing medi- 
cine in Wasioja in 1866. It has been recorded,”* for instance, that “Dr. Dear- 
born of Wasioja” assisted Dr. William Worrell Mayo (1819-1911) of Roch- 
ester at an operation for ovarian tumor in August of 1866, but little more is 
known about her. Woods,?* who was able to remember her, said she was a 
large, determined woman who always carried a pistol, and added that “She did 
not last long.” It would be difficult, of course, on the basis of the slight evidence 
available, to say that she was a Doctor of Medicine, although it certainly 
would not have been impossible for her to obtain such a degree in the sixties. 


Next to the War of the Rebellion, the one great event of the sixties which 
affected the life of everyone in the state was the coming of the railroads to 
Minnesota.* .No one was free from the effects of this tremendous development. 
As Folwell*® wrote: 


As the railroad lines extended, the prairie schooner, the stagecoach, and the steamboat 
lost importance. The steam cars ran every day and their arrivals and deliveries were 
punctual. Journeys of days were shortened to hours. Grain and dairy products, which 
previously could stand but fifty or sixty miles of transportation to primary markets, could 
now be hauled hundreds of miles, and heavy commodities like coal and lumber could be 
shipped out in return. The movement of merchandise and mails was greatly expedited... 
The old river counties and those next behind them received goodly additions and popula- 
tion now flowed past them into the “back counties.” 


, 


Dodge County at this particular time was a “back county,” and the physician 
in Dodge County was affected no less than his fellow settlers by the coming 
of the railroads. For him the significance of the railroad was twofold: it pro- 
vided him with a speedy and comfortable means of obtaining skilled assistance 
in times of dire need from those physicians and surgeons in Saint Paul and 
Minneapolis who were beginning to specialize, but it also permitted his wealthier 
patients to seek the professional services of well-known practitioners in far-distant 
metropolitan centers, as in the case of the Kasson man, previously mentioned 
herein, who went to the Rush Medical College of Chicago in 1883 for a surgical 
operation. If the railroad enabled the country physician to journey to Eastern 
cities at his leisure to acquaint himself with new techniques and additions to 
medical and surgical knowledge, it also enabled Eastern physicians or those 
relatively nearer to penetrate to the rural physician’s village periodically, there 
to remain for a short while and collect respectable fees which otherwise would 
have gone into the pocket of the resident physician. The railroad enormously 


*Undoubtedly, the Sioux Indian outbreak of 1862 aroused much consternation and alarm in Dodge County, 
and it is known that men from the county went to the assistance of the beleaguered settlers in Western 
Minnesota. It is also true that the Legislature in February of 1860 had memorialized Congress to pro- 
tect settlers on the frontier “from the aggressions of the Sioux Indians” by the erection and investiture of 
a fort thirty miles west of the junction of the Pembina and Red Rivers, and by the re-occupation of Fort 
Abercrombie, built in 1858 and shortly thereafter abandoned, at Graham’s Point. But the territory in 
which these points were situated was far distant from that in which the uprising of 1862 occurred. See: 
General Laws of the State of Minnesota, etc., etc., Faribault, Orville Brown, State Printer, 1860, pp. 
304-305 and 310-311. 
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simplified the problem of the young medical graduate who wished to try out 
a location, even as it simplified one of the problems of the established prac- 
titioner by bringing him drugs, instruments and other supplies from the East, 
much more rapidly than he had ever dreamed possible. 

Kasson in Dodge County is an example of a town built by a railroad; in this 
case, the Winona and Saint Peter Railway Company (now the Chicago and 
Northwestern Railway Company), in 1865 and 1866. The first passenger train 
reached Kasson in November of 1865.17 The town of Kasson itself was laid 
out by and named for Jabez Hyde Kasson (1820-1891), a Pennsylvanian who 
had come to Dodge County in 1856.*" 


“Two years ago,” the Dodge County Republican® of Kasson exulted in its 
second issue, “the site of this village was a beautiful spot of wild prairie, in 
a sparsely settled region. It now contains a population of nearly 400 and is 
rapidly increasing in size, wealth and importance.” 

One week later the same newspaper declared that Kasson presented a good 
opening for a competent physician, and in the next issue it was observed 
that a Doctor Willson from the East proposed to settle in Kasson.** On 
September 7 of that year (1867) the professional card of this physician 
appeared in the same newspaper. He was Dr. John B. Willson, an older 
brother of Dr. Reuben Willson. He was a graduate of the old Castleton Medical 
College* of Castleton, Vermont, and is believed to have been an aged man by 
the time he reached Kasson in 1867. He left Kasson in the summer of 1874. It is 
believed that he went to California, and that he did not resume the practice 
of medicine. He was known as an able, well-educated and experienced physician. 

As the Winona and Saint Peter Railway Company built the town of Claremont, 
so also did it obliterate the hamlet of Rice Lake, on the north shore of the small 
lake of the same name in Dodge County. The settlement had been platted in 
1856, and it had a post office, blacksmith shop, church and a few stores and 
houses. It was in this village that the veteran eclectic physician, Dr. Edward P. 
Kermott (1825-1872), practiced for a while in the fifties, as previously stated. 

It was recorded that Doctor Kermott was in Rice Lake in 1857. Nine years 
later the Winona and Saint Peter Railway Company crossed Dodge County 
from east to west, and a railway station was erected at a point some five miles 
_ south of the village of Rice Lake. The population of Rice Lake naturally shifted 
to the site of the new railway station, which became the village of Claremont, 


incorporated in 1878.‘7 Today only a church marks the original townsite of 
Rice Lake. 


Wasioja was another town in Dodge County which was ruined by the rail- 
roads. At one time peopled by no less than 1,000 souls, Wasioja for years had 
hoped that the Winona and Saint Peter Railway Company would connect with 
the village in the sixties, but this did not come to pass. Hopes again were 
high in the seventies. “If the Dubuque & St. Paul railroad passes through Wasioja, 
as the citizens of the town fondly hope,” it was written,® “it will form a junction 


with the Winona & St. Peter road at this point [Dodge Center].” These hopes 
likewise were dashed to earth. 


Hence, Wasioja, which had been platted in 1856, which had opened in 1860 
the Minnesota Seminary, a Free Will Baptist institution of learning known 
throughout the entire state, and which was recognized far beyond the county 
for its famous “Wasioja stone” quarries, declined rapidly. Today it is scarcely 


*For an interesting account of this old medical school see: Waite, F. C.: Birth of the First Independent 


Proprietary Medical School in New England, at Castleton, Vermont. Ann. Med. Hist. 5 (n.s.): 242-252, 
(May) 1925. 
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more than a “ghost town,” brooding in sepulchral stillness over its once sanguine 
destiny. 


Other towns in Dodge County were similarly affected by the railroads. It 
was written :*? 
| 
The rapidity with which some of these station villages grew was often marvelous and 
always very agreeable to lucky proprietors. The order in which there rose about the 
railroad “depot” the elevator, the store, the blacksmith shop, the saloon, the school, the 
church, and the post office became almost stereotyped. In a single season all these would 
sometimes appear. The development of these railroad towns was disastrous to many older 
villages, platted at what seemed to be points of vantage. In some cases, when these were 
not too far from new towns at the railroad stations, they were literally put on wheels and 
moved thither. Some well-built towns farther away . . . were gradually deserted and 
their buildings afterwards actually rotted down. 


There was by this time a respectable number of physicians in Dodge County. 
Some were superior physicians who could have maintained a fine practice 
anywhere, city or rural region. It would be logical to suppose that some sort 
of medical organization would be formed within the county, but the first society 
of which the authors have record was not founded until 1869.%* It will be con- 
sidered in more detail later. 


The first railway train to reach the new town of Dodge Center arrived 
at that place on July 13, 1866."7 In the late spring or summer of 1867 Dr. D. L. 
Tyler, who had been living in Ashland, opened a general store at the new 
railway town,° where he became postmaster in the same year. It was reported™ 
in the summer of 1868 that “Dr. Tyler is doing a fair small trade in notions. 
He wears his honors as postmaster with dignity.” In 1871 it was said that 
he was engaged in the manufacture of the “German Rat, Mouse and Insect 
exterminator.”*> It should be pointed out that an old resident of Dodge Center, 
Dennis Lynch,** said he remembered Tyler well, but did not recall that he ever 
practiced medicine, and did not believe that Tyler was a regularly graduated phy- 
sician. 

A history® of Dodge County printed in 1870 contained a full-page advertise- 
ment of Tyler’s store, which was represented as being situated at Dodge Center. 
An excerpt from this advertisement follows: 


1... FeLee 
General Dealer in 
DRY GOODS 
and 
GROCERIES 
Boots and Shoes, Hats and Caps, Yankee Notions, Drugs and 
Medicines, Crockery and Glassware, Toilet Articles, Perfumery, &c. 


This man apparently was the Dr. D. L. Tyler mentioned above. He seems 
to have been an earnest merchant, for he informed his readers that: 


My shelves are always filled with a GENERAL ASSORTMENT 
of all things Useful and Ornamental, and, like the accommodating 
Yankee, if I have not got what you want I will get it. I am bound 
to supply my customers with what they want 
AT CHEAP RATES! 
DODGE CENTER - - - MINN. 


The subsequent history of this man is not known, but he was still living in 
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1885.* Lynch** believed he went to Dundas, Minnesota, and that he there opened 
a general store. It has not been possible to trace his relationship to medical 
practice in Dodge County, and the authors are not able to say whether or not 
he was a Doctor of Medicine. 


The year 1868 in Dodge County seems to have been a tranquil prelude to 
the gale that was to break only a few years later. The summer was reported as 
being salubrious; Dr. John B. Willson of Kasson had so few patients that he 
amused himself by gardening. In September the Dodge County Republican of 
Kasson was replete with advertisements of Wahoo Bitters, Indian Saguwa, Indian 
Root Pilis, Hoffland’s German Bitters, Coe’s Cough Cure and Coe’s Cough 
Balsam, as well as the Galenic Medical Institute of Saint Paul, of which Arm- 
strong*’ has written. 

At some time in 1868 Dr. Charles Severin Beaulieu (1835-1896) settled 
in Concord. He seems to have been a curiously erudite man who could practice 
medicine or occupy a pulpit with equal facility. Doctor Beaulieu came to Dodge 
County from Indianapolis, where he had practiced medicine since his discharge 
from the Union armies in either 1863 or 1867. He remained in Concord until 
November of 1880, at which time he responded to a call which took him to 
Brownsdale in Mower County as pastor of the Christian Church there. 

The name of Dr. Charles Lee, an eclectic physician, stimulates what must 
remain conjecture, for the details of his rather turbulent career are not clear. 
He was married to Emma Higbe (1847-1874) of Concord Township on Sep- 
tember 30, 1867, and at that time he was said to have been a young man. In 
February of 1868 it was announced in the Dodge County Republican of Kasson 
that Doctor Lee would be at his “old office” on Main Street in Kasson on Satur- 
days, a statement that would imply that he had practiced in Kasson before that 
year. An “A. H. Lee, M.D.,” was listed in a directory of Wasioja, contained in 
a history’ of Dodge County that was issued in 1870, and this no doubt was 
Dr. Charles Lee, for there was no other physician with this surname in the 
county at the time. In a work** issued in 1937 it was said that Doctor Lee 
was the only physician in Claremont for the first five years of that town’s 
existence, but that during part of this time he lived at Wasioja. He is known to 
have been living in Claremont with his wife in 1869. It was in 1869 that he 
was elected treasurer of the Minnesota State Eclectic Medical Society, founded 
at Owatonna on May 26, 1869.*° An old resident of Claremont declared that 
as a boy he had suffered a fractured leg, for treatment of which Doctor Lee 
was called from Owatonna, where he was supposed to have been living at 
the time. 

In its issue of January 28, 1870, the Dodge County Republican of Kasson 
printed a business directory of the town of Dodge Center. In this directory 
Dr. Charles Lee was listed as the only physician in Dodge Center. 

The only Charles Lee licensed to practice medicine in Minnesota was 
Dr. Charles Edward Lee (1842-1918), who was graduated from the Medical 
Department of Columbia College of New York City in 1866. On the basis 
of these dates, it would have been possible for Doctor Lee to be in Wasioja 
in 1867, as noted above. This Doctor Lee was licensed to practice medicine 
in Minnesota on October 11, 1883;*° he practiced in various towns in Minne- 
sota before he moved to Saint Paul, where in 1890 he attended Dr. P. Sprague 
Haskell (1832-1890) of that city during his last illness. Doctor Haskell died 
in Saint Paul on September 26, 1890. 


*He visited Kasson on get 23, 1885. The Dodge County Republican of Kasson in its issue of April 
30, 1885, observed: “D. L. Tyler, Esq., the first postmaster and merchant of Dodge Center, visited Kasson 
on Thursday last, for the first time in’ twelve years. We acknowledge a call.” 
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Dr. Charles Edward Lee became a member of the Minnesota State Medical 
Association in 1903, and at the time was still living in Saint Paul. He died sud- 
denly in his office in Los Angeles, California, on April 23, 1918.4 It seems 
likely that he was the Doctor Lee who was in Dodge County in the sixties, 


although this is not certain. 


In September of 1869 the Dodge County Medical Society was founded.** This 
society may have been only intermittently functional, but it nevertheless endured 


until 1934, as will be set forth later. 


(To be continued in April issue) 


All references will appear at the end of the completed chapter. 





ARMY’S 1943 RECRUITING PROGRAM WILL REQUIRE 6,900 PHYSICIANS 


The 1943 recruiting program of the Surgeon Gen- 
eral of the Army calls for the commissioning of 6,900 
physicians and approximately 3,000 hospital interns and 
residents, it is reported in The Journal of the Amer- 
ican Medical Association for March 13 in an outline 
of the new procedure of processing physicians, dentists 
and veterinarians for the Army. The program also 
calls for the commissioning of 4,800 dentists and 800 
veterinarians. 

Physicians will be procured from the following twen- 
ty states and the District of Columbia: California, Colo- 
rado, Connecticut, Illinois, Iowa, Maryland, Massachu- 
setts, Minnesota, Missouri, Nebraska, Nevada, New 
Hampshire, New Jersey, New York, Ohio, Oregon, 
Pennsylvania, Rhode Island, Vermont and Wisconsin. 

The following states have already contributed more 
physicians to the armed forces than the sum of their 
1942 and 1943 quotas and will not be called on to fur- 
nish any more physicians, except interns and residents 
and except special cases for specific position vacancies, 
during 1943: Alabama, Arizona, Delaware, Georgia, 
Idaho, Kentucky, Louisiana, Mississippi, New Mexico, 
North Carolina, South Carolina, Tennessee, Texas, West 
Virginia and Wyoming. 

It is stated that at present there will be no procure- 
ment of physicians, except interns and residents and 
in special cases for specific position vacancies, in those 
states not listed above. There will be no procurement 
of dentists, except special cases for specific position 
vacancie$ in the following sixteen states: Alabama, Ari- 
zona, Arkansas, Delaware, Florida, Georgia, Kentucky, 
Louisiana, Mississippi, New Mexico, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas 
Virginia. 

At the present time there are no restrictions on the 
recruiting of veterinarians. 

In the instructions issued by the Army it is pointed 


and 
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out that the Surgeon General has discontinued all medi- 
cal officer recruiting boards and that under the new pro- 
curement program no physician, dentist or veterinarian 
will be commissioned in the armed forces of the United 
States until he has been declared “available” by the 
Procurement and Assignment Service of the War Man- 
power Commission. 

In each state the Procurement and Assignment Serv- 
ice has set up three state chairmen: medical, dental and 
veterinary. Each of these prepares a monthly quota 
list of physicians, dentists and veterinarians who are 
apparently suitable and who are available, for com- 
missioning in the Army of the United States. This list 
is submitted to the central office of the Procurement 
and Assignment Service which sends a communication 
inviting such individuals to apply for service with the 
armed forces. On the reply card enclosed with the in- 
vitation the individual states his preference for the 
Army, Navy or Medical Department of the Air Forces. 
These reply cards are sent by the potential applicants 
to the state chairmen of the Procurement and Assign- 
ment Service who in turn submit lists of such potential 
applicants to the Officer Procurement Service of the 
Army. 

On receipt of such lists the officer procurement dis- 
trict office contacts the potential applicant and arranges 
for an interview regarding a commission, 

Applicants will be requested by the officer procure- 
ment district office to complete all papers and take all 
steps required of them within fourteen days of the date 
of such request. If this is not complied with, a report 
thereon will be transmitted by the officer procurement 
district office to the state chairman of the Procurement 
and Assignment Service. 

The decision as to the grade and appointment to be 
recommended for each candidate rests with the Surgeon 
General, not with the Officer Procurement Service. 
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PNEUMONIA TODAY 


HILE pneumonia in Minnesota never had 

the high mortality that was experienced in 
the Eastern states, yet, until recently, it was one 
of the major causes of death. Not so long ago 
patients suffering from this disease were placed 
outdoors, even in zero Minnesota weather, with 
the mistaken idea that “fresh air” was good treat- 
ment even though cold. It eventually was realized 
that cold air is irritating to an inflamed respira- 
tory tract, and fresh but not cold air is indicated. 
Nursing and a sedative constituted the essential 
treatment. 

Pneumonia serum for pneumococcic forms of 
pneumonia constituted a great advance in the 
therapy of the disease and reduced the mortality 
at least 10 per cent. The serum, of course, was 
ineffective for the bronchial types of pneumonia 
complicating influenzas, measles, whooping cough 
and respiratory infections. Then came the sulfa 
drugs which proved themselves highly effective in 
pheumococcic pneumonia and have replaced se- 
rum therapy. Perhaps we were unduly optimistic 
in thinking that the sulfa drugs would be as ef- 
fective in that group of pneumonias not caused by 
the pneumococci. It has come to be recognized 
that they are not effective in a large group of 
pneumonias the causes of which we do not know. 

In this issue we are publishing an article on 
“Atypical Pneumonia” by Dr. Wesley W. Spink 
who has interested himself in the subject of 
pneumonia and also in that of the sulfa drugs. 
He emphasizes the fact that the organism which 
is the etiological factor in many cases of pneumo- 
nia is unknown and cannot be determined even 
with the aid of a first-class laboratory. Many 
are atypical and lack the textbook physical 
findings. 

A real value of Dr. Spink’s article to the prac- 
titioner is the point that sulfadiazine or sulfathia- 
z0le should be given at the onset of an acute in- 
fection suggesting pneumonia, but if after forty- 
eight hours there is no improvement in the symp- 
toms it should be discontinued, for one is probably 
dealing with a pneumonia unaffected by the drugs 


Apri, 1943 


and further administration is likely to confuse the 
picture and do more harm than good. The same 
may be said for the prolonged use of these val- 
uable drugs for other infections and the profes- 
sion should be alive to this danger. 





THE ORR TREATMENT OF COMPOUND 
FRACTURES 


HILE Dr. H. Winnett Orr of Lincoln, 

Nebraska, may not have been the originator 
of the closed cast treatment of compound frac- 
tures, he was responsible for proving its value 
and the method is one of the few progressive 
steps which can be placed on the credit side of 
World War I, medically speaking. 

His method consists, briefly, in cleansing a 
compound fracture with soap and water, shaving 
the skin and treating it, but not the wound, with 
a weak tincture of iodine, debridement, the ap- 
plication of vaseline gauze and a closed plaster- 
of-Paris cast. Infection is given secondary con- 
sideration to absolute rest of the injured parts. 

The profession has been admittedly slow in 
adopting this revolutionary method in the treat- 
ment of these wounds which in most cases are 
infected. Many a surgeon has felt that he would 
be laying himself open to a suit for malpractice 
if he used the treatment. Nevertheless, the meth- 
od has been generally adopted by the military 
forces and was used to advantage at Pearl 
Harbor. 


In the March number of Harper’s appeared an 
article by Leigh White entitled, “Dr. Orr Packs 
Them in Plaster.” While in Greece Mr. White 
sustained a severe compound fracture of the fe- 
mur and ten days elapsed before he received any 
surgical care. He feels he was poorly treated for 
many months until he sought the services of Dr. 
Orr in Lincoln. His article relates the story of 
the Orr treatment and Dr. Orr’s difficulties in 
having his method generally recognized. 

The profession, as a rule, has been conserva- 
tive in the adoption of new ideas in medicine. We 
were very slow in accepting Pasteur’s discovery of 
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the part played in disease by micro-organisms, 
Jenner’s discovery of vaccination against small- 
pox, Reginald Fitz’s conception of appendicitis, 
Herrick’s description of coronary thrombosis. 
New ideas which represent medical progress, 
however, are eventually recognized. 

A certain amount of conservatism is a profes- 
sional asset. Many new ideas and methods do 
not stand the test of time. Among many such 
proposals are: twilight sleep, Potter version, thy- 
mus extract and various serums recommended 
for carcinoma, dinitrophenol for reducing weight, 
intensive chemotherapy for syphilis and staphy- 
lectomy for the prevention of the common cold. 
Other therapeutic measures which have some 
value but must be used with care are gold salts 
in arthritis and pituitrin in obstetrics. We are 
not at all sure but what continuous caudal anes- 
thesia in obstetrics should be placed in this latter 
group. The added expense incident to this pro- 
cedure and possibly an increased hazard may 
prove it inapplicable for general use. 

New and untried medical procedures should be 
presented first to the profession for consideration 
and trial. Articles on new and unproven medical 
procedures have no place in newspapers and lay 
periodicals. This applies to the Harper’s article 
on the Orr treatment of compound fractures. The 
article gives the impression that the profession at 
large is unprogressive and not receptive to new 
ideas. Recent medical progress refutes the im- 
plication. 





AMA LEGISLATIVE ACTIVITY 


T is hoped that every one of our members 

will read the article entitled “The Doctor of 
Medicine and His Responsibility” by Dr. Alfred 
W. Adson of Rochester, which appears in this 
issue of MINNesotA Mepicine. Dr. Adson 
brings out very clearly the need for a more active 
part in national and state legislation in matters 
pertaining to medicine and public health. Any- 
one who has followed the trend of proposed 
legislation in Congress by other than medically 
minded individuals can realize that advice from 
the medical profession is sorely lacking. This is 
a responsibility which rests on the medical pro- 
fession of the country. 

Many state medical organizations, our state 
medical association for one, have seen the need 
and have accepted the responsibility of advising 
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state legislators in medical matters, to the benef lowing 
of public health and public economy. ‘he negjfff of the 
for an active policy on the part of medica! men inf ganda, 
informing the public regarding medical matter islation 
has been appreciated for some years. The AMaj never | 
has been active in publicizing the science of med. doubt t 





icine and the publication Hygeia is an example of 
such activity. To add to this activity the National 
Physicians Committee was formed and has done 
extensive and valuable publicity work. There js 
a growing feeling that mere publicity js no 
enough; that our national association should be 
active in Washington just as our state associa- 
tions are active in state capitols. 
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As Dr. Adson says, the statement of Justice 
Miller of the United States Court of Appeals 
that it was perhaps the failure of professional 
groups to guide legislation which was responsible 
for the untoward outcome in the case of the 
United States of America versus the American 
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Medical Association, constitutes a direct challenge lation 
to the physicians of the country to take an intel- Th 
ligent, helpful and fair stand in the enactment § tions 
of legislation that concerns the public welfare § plish 
and the welfare of medicine itself. This was § as 4 
pointed out some time ago by the National Phy- § atten 





sicians Committee. The question is now raised 
whether representatives of the AMA with the 
prestige of the national association behind them 
and assigned to Washington are not the logical 
ones to accept this challenge. 











It should be explained that two reasons have § rect: 
been advanced why the AMA has been ham- § Hor 
strung in meeting the need for adequate represen- J cam 
tation in Washington. The first explanation given § gue: 
is that the constitution and by-laws of the AMA § nin; 
would not permit it, and the second justification § E. ! 
given is that to do so would subject the AMA to § His 
a Federal income tax. To us there is no merit in § lock 
either one of these positions. In the first place §  tict 
Article II of the Constitution of the AMA pro- I 









vides: “The objects of the Association are to J jp 
promote the science and art of medicine and the un 
betterment of public health.” We know of no Di 
sounder way of promoting “the science and art the 
of medicine and the betterment of public health” tw 
than to make available to national and state law- fo 
making bodies and to others, scientific data and po 
sound medical opinion in reference to such m:; 
matters. di 

With respect to the liability for income tax we ad 
are advised that the exemption contains the fol- in 
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lowing restriction: “Provided no substantial part 
of the activities of which is carrying on propa- 
ganda, or otherwise attempting, to influence leg- 


sation.” Such an absurd restriction should 
never have been passed in the first place, and we 
doubt that it would have passed had the various 
groups, including the AMA, who are concerned 
with this matter, been on the job in Washington. 
However, we are far from convinced that any 
such activities, even though entered into, would 
constitute a “substantial part of the activities” of 
the AMA. A careful reading of the exemption 
section of the United States Internal Revenue 
Law fails to disclose any such restriction being 
attached to labor unions, agricultural groups, 
fraternal beneficiary societies, building and loan 
associations, business leagues, chambers of com- 
merce, real estate boards, civic leagues and nu- 
Apparently these groups were 
well represented in Washington when such legis- 
lation was being drafted. 


merous others. 


This law should be changed and if organiza- 
tions like the AMA are prevented from accom- 
plishing this proper object, such an organization 
as a National Physicians Committee might well 
attempt it. 





ALFRED BLALOCK 


URING the second week in March, Dr. Al- 

fred Blalock, Professor of Surgery and Di- 
rector of the Department of Surgery of Johns 
Hopkins Medical School, spent three days on the 
campus of the University of Minnesota as the 
guest of the Medical School. On Thursday eve- 
ning, March 11, 1943, Dr. Blalock gave the tenth 
E. Starr Judd Lecture in the Museum of Natural 
History Auditorium. The subject of Dr. Bla- 
lock’s address was “Traumatic Shock with Par- 
ticular reference to War Injuries.” 

During his stay, Dr. Blalock participated also 
in the postgraduate week in Surgery-conducted 
under the auspices of Dr. William A. O’Brien, 
Director of Postgraduate Medical Training in 
the Continuation Study Center. Dr. Blalock held 
two Surgical Colloquia before the group of sixty- 
four physicians and surgeons who attended the 
postgraduate week in Surgery, discussing pri- 
marily: burns, myasthenia gravis and surgical 
diseases of the thorax, including bronchiectasis, 
adenoma of the bronchus, lung abscess, constrict- 
ing pericarditis and patent ductus arteriosus. Dr. 
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Blalock gave a lecture also on “Surgical Diseases 
of the Heart,” reviewing his own extensive ex- 
perience with these disorders. On Friday, March 
12, Dr. Blalock participated in a two-hour seminar 
discussion with members of the faculty on “Prob- 
lems of the Circulation,” in which special con- 
sideration was given to shock and hypertension. 


Everyone who had the opportunity to hear Dr. 
Blalock, including members of the postgraduate 
group, students and faculty alike, was most en- 
thusiastic in praise of his presentations. Dr. 
Blalock is probably the keenest exponent of the 
experimental or physiological approach to clinical 
surgery in America. Dr. Blalock’s visit to the 
Medical School will be long remembered, not 
alone for the critical character of his lectures and 
discussions ; his innate modesty and winsome man- 
ner have gained for him an additional] large num- 
ber of ardent admirers. 


These ten years of lecturers sponsored by the 
E. Starr Judd Lectureship in Surgery have 
brought to the Medical School some of the best 
surgical talent in America. Dr. Judd’s benefac- 
tion has made an indelible impress for the better 
upon this medical community. The remembrance 
of so distinguished a son of Minnesota is a stirring 
stimulus to us all. Dr. Blalock’s visit affords us 
again the occasion to cherish Dr. Judd’s memory 
with pride, affection and gratitude. 


BUY WAR BONDS 


HIS month our government is putting on a 

drive to float several billion dollars worth of 
bonds. Banks and corporations are being given 
the opportunity to invest spare funds in these 
bonds. Individuals are being urged to do what 
they can in putting their spare dollars to work 
for Uncle Sam. 

An amateur economist during World War I 
wrote in a prominent magazine to the effect that 
each generation pays the cost of its war. This 
was news to many and its fallacy will beccome 
evident from the taxation which will be required 
to pay interest on our national debt following 
the present war. 

The cost of the present war will have to be 
paid somehow. Only a part of the billions re- 
quired can be met by taxes—the remainder will 
have to be furnished by loans to the government 
in the form of bonds. Economy, wherever pos- 
sible on the part of government and citizens, is 
of vital importance. Savings can find no better 
investment than in government bonds, not from 
a standpoint of immediate monetary return, but 
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quite possibly from a monetary standpoint in the 
future, for what would any investment be worth 
after the war if we do not win? 


From the standpoint of personal selfishness, as 
well as patriotism, bwy war bonds. 


PHYSICIANS MUST VOLUNTEER FROM 
LARGER CITIES 


Young available physicians in the large cities of the 
country, particularly in those of the eastern seaboard, 
whose failure to volunteer has caused a lag in the 
procurement of medical officers for the armed forces, 
should be called before the bar of public opinion, The 
Journal of the American Medical. Association for 
March 27 declares in an editorial. The Journal says: 


“At a recent meeting in Washington of the Directing 
Board of the Procurement and Assignment Service for 
Physicians, Dentists and Veterinarians with the Officer 
Procurement Service of the United States Army and 
with representatives of other governmental agencies, 
evidence was clearly set forth that the procurement of 
medical officers for the armed forces is lagging. The 
responsibility rests unquestionably on the failure of 
young available physicians in the large cities of the 
country, particularly those of the eastern seaboard, to 
volunteer. Officers of the medical societies of New 
York, Massachusetts and Connecticut were present and 
the situation was placed before them. The rural areas 
of the United States have contributed doctors not only 
up to such quotas as were assigned to them but in 
many instances well beyond these quotas; it is simply 
impossible to anticipate that they will make a further 
contribution at this time. In the meantime, New York, 
Brooklyn, Boston and some of the larger communities 
in the states of Connecticut, New Jersey, Pennsylvania 
and California have failed even to approximate their 
quotas. 


“The needs of armed forces for physicians during 
1943 are well defined. The number of physicians to 
be expected from recent graduates, interns and those 
now holding residences has been determined. Beyond 
this number at least six thousand more physicians must 
come from the civilian population. The Procurement 
and Assignment Service for Physicians, Dentists and 
Veterinarians has devised a technique which involves, 
first, a determination of the availability of the physician 
concerned or his essentiality for any civilian position 
which he occupies; second, notification of the physician 
of his availability ‘and a request that he appear before 
his local procurement board; third, a notification of 
the Selective Service Board of the fact that the phy- 
sician concerned is considered available and that he has 
failed to volunteer. Thus far pressure beyond this 
has not been exercised. There remains, however, the 
mobilization of the pressure of public opinion. 


“In some instances physicians have declared flatly to 
representatives of the Procurement and Assignment 
Service and the Officer Procurement Service that they 
do not wish to volunteer and that they will not volun- 
teer. When it is known to other physicftans in the 
community that a physician under thirty-eight years of 
age, declared available by the Procurement and Assign- 
ment Servi ice, refuses to volunteer in this time of the 
nation’s need, when many an older physician, frequently 
with innumerable obligations, has given up his home, 
his practice and the responsibilities of years to partici- 
pate in this war, the public has a right to know that the 
younger physician is not willing to do his part. Cer- 
tainly the Procurement and Assignment Service should 
consider the possibility at this advanced stage of the 
war effort of making public through the state medical 
journals not only the names of those who are already 
participating in the war but also the names of those 
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who have been declared available and have not them. 
selves ever indicated a willingness to participaiec. Le 
them be called before the bar of public opinion!” 


CLINICAL PATHOLOGICAL CONFERENCE 
(Continued from Page 372) 

mated to weigh 800 grams. There is extensive fibrosis 
and slight calcification of both the mitral and the 
aortic valves so that they admit only a finger tip, Ip 
addition, there is an irregular soft vegetation 4 mm, 
in diameter on the posterior mitral leaflet. The tri- 
cuspid ring is dilated, measuring 15 cm. in circum. 
ference. Both ventricles are hypertrophied and all the 
chambers are somewhat dilated, especially the left 
auricle. 


Two centimeters beyond the orifice of the left sub- 
clavian artery there is a thin septum across the aorta 
which has an opening 7 mm. in diameter in its center, 
The diameter of the aorta is moderately reduced in this 
region for about 3 cm. There is no evidence of the 
ductus arteriosus. 


The only findings in the abdomen were two fresh red 
infarcts in the spleen; the spleen weighed 190 grams. 

A smear was made from the vegetation on the mitral 
valve and it showed gram positive cocci. 


Dr. Herrzoc: As you can see, the internal mammary 
arteries are greatly dilated. They arise from the sub- 
clavian arteries, which are proximal to the constriction, 
and astamose with the anterior branches of the in- 
tercostal arteries. An efficient collateral circulation de- 
velops. The tortuous intercostal arteries produce a 
peculiar notching of the lower borders of the ribs 
which often can be seen on x-ray films of the chest. 
In this case these x-ray findings in the ribs were 
minimal and were considered to be within normal 
limits. 


Dr. PepparD: I think that one should palpate the 
femoral arteries when examining patients with heart 
disease. If that had been done, one probably would 
have noticed diminished femoral pulsation. That would 
have been a clue to the recognition of coarctation of 
the aorta. Then further, examination probably would 
have shown reduced blood pressure in the legs as com- 
pared to the arms, and possibly pulsating intercostal 
arteries. 


INTERN: Is it unusual to live as long as he did with 
coarctation of the aorta? 


Dr. PepparD: No. Some cases live even longer. 
However, many die in infancy and about 50 per cent 
die during early adult life. 


Dr. Lorsness: The pathogenesis of coarctation of 
the aorta appears to be related in some way to closure 
of the ductus arteriosus. The root of the aorta usually 
dilates proximal to the constriction; often an aneurism 
forms and quite a few die from rupture of this 
aneurism. Many of them die of congestive heart failure. 
Some of the older patients die of cerebral hemorrhage 
because of the hypertension. The primary cause of 
death in this case was lobar pneumonia. The old 
rheumatic valve defects, the adherent pericardium and 
the coarctation of the aorta apparently played only a 
minor role in his death as there was no evidence of 
heart failure. The bacterial endocarditis appears to 
have been a terminal process. 


Anatomical Diagnosis: (1) Lobar pneumonia; (2) 
old valve defects (aortic and mitral); (3) acute bac- 
sang endocarditis (mitral); (4) adherent pericardi- 

; (5) coarctation of the aorta. 
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THE PLANNING BOARD REPORT 


Congressional reaction toward the report of 
the National Resources Planning Board is said 
to have lukewarm. While editors have 
been exploring America’s five-pound (by weight) 
blue print for postwar living, Congressional com- 
mittees have continued to refuse appropriations 
for perpetuation of the board which created it. 

Many bills for extension of the present Social 


been 


Security Act into new fields have been referred 
to committees, but few, so far, have come out 
of them with recommendations for passage. 


Congress for Delay 


The prevailing temper of Congress seems to 
be to delay any further sweeping social legisla- 
tion until the war is out of the way. The attitude 
of the President and the planners, on the other 
hand, is that action to prevent terrible economic 
dislocation and wide-scale suffering after the war 
must be taken now. 

What will eventually happen in America de- 
pends upon many factors still hidden in the 
uncertainties ahead. 


The general trend all over the world has been 
to protect common men from the hazards of life 
and it is highly improbable, even in the face of 
postwar reaction, that America will fail to move 
a considerable distance in that direction. 

Some highlights of the Planning Board report 
devoted to the public social services are quoted 
below: 


“Public services essential to the health, education 
and welfare of the -population should be available 
throughout the country, especially in areas which are 
disadvantaged in respect to income and taxable wealth. 

“In most communities, marked expansion of present 
services will be required in order to achieve these 
objectives. The planning and administration of public 
social services should be lodged in appropriate agencies 
of government and responsibility for their development 
should be shared by local, state and federal authorities. 
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“For More Adequate Medical Care” 


“Tt is essential that public provision be made for 
meeting the needs of our people for more adequate 
medical care.* Toward this end, the federal govern- 
ment should stimulate, assist or undertake constructive 
action to provide such care for the millions of our 
people whose need cannot be fully met from their 
own resources. Such a program should include adequate 
provision for promoting the health of mothers and 
children. 

“State and local child-welfare services for the pre- 
vention of child neglect and delinquency and for pro- 
moting adequate care of children requiring special atten- 
tion should be expanded with the assistance of the fed- 
eral government so as to be everywhere available. 

“Free school lunches should be provided for all 
school children. 

“The bulk distribution of surplus commodities should 
be replaced by the stamp plan and greater efforts should 
be made to prevent the availability of commodities from 
concealing the inadequacies of general public assistance 
or from leading to a reversion to payments in kind. 


Aid for the Low-income Population 


“Surplus commodities should be available to the en- 
tire low-income population, not merely to public-aid 
recipients.”* 


The final statement, above, reflects the tenor 
of the entire document. It is obvious that not 
merely surplus commodities but essential services 
are to be made available on some basis, presum- 
ably without cost, to “the entire low-income pop- 
ulation.” 

Those who look to the new Congress to hold 
in check a trend toward great and immediate 
expansions of Social Security aids must also re- 
member that we are traveling a road down which 
England has preceded us. The conservative 
Churchill has lent enthusiastic support to the 
principles embodied in the Beveridge report and 
America has never failed, thus far, to follow 
the leadership of England in domestic and social 
legislation. 





*Italics are ours. 








Physicians Must Shape 

For physicians, the problem is not, how shall 
we stop the trend, but, how shall we shape it 
to protect our own preéminence in education, 
standards of practice and in personal respon- 
sibility? Shaping our own pattern will certainly 
require more than criticism from the sidelines. 
It will require close contact with all agencies 
and organizations on the Washington front and 
active direction of all policies related to medi- 
cine and the public health before they are crystal- 
lized into law and regulation. 





THE COUNCIL MEETS 


Complications involved in the current system 
of payments to state and county institutions for 
care of tuberculous patients from so-called unor- 
ganized counties were the subject of extensive 
discussion at the February meeting of the Council. 


Sanatorium Costs and Payments 


The per diem cost to unorganized counties (in 
which there are no county-supported institutions ) 
of patients sent to the state institution at Ah- 
Gwah-Ching is only $1.40 while -per diem 
costs of these patients in neighboring county 
institutions ranges from $2.50 to $4.50. County 
officials are therefore reluctant to send patients 
to the county institutions though they may be 
much nearer home and even though lack of empty 
beds at the state sanatorium may entail long and 
dangerous delays. 

Dr. A. T. Laird, superintendent of Nopeming 
Sanatorium, expressed the hope that the Council 
would recommend legislation at this session to 
rectify the situation by increasing state payments 
for nonresident patients at county institutions. 
The extra five dollars a week, authorized by the 
last legislature in an attempt to equalize mat- 
ters, was not sufficient, he said. 

Dr. E. K. Geer, medical director of Ancker 
Pavilion, represented the Committee on Tubercu- 
losis in the discussion. He acknowledged the 
need for some equalizing legislation bit submitted 
the opinion of his committee that the whole mat- 
ter of costs and payment needs extensive study 
by competent state agencies before legislation 
is recommended. He suggested also that the 
problem of incorrigible patients, subject of an- 
other action by the Committee on Tuberculosis, 
be included in the study looking toward eventual 
recommendations for forcible detention in institu- 
tions. 
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The Council agreed and passed a resolution 
recommending that a study of both problems be 
made by the State Board of Health and the 
Division of Social Welfare, in preparation for 
the introduction of sound legislation on the mat. 
ter at the next session of the legislature. 

Meantime the Council also approved a sug- 
gestion by Dr. E. J. Simons, council member 
and Chief of the Medical Unit of the Division 
of Social Welfare, that the division act now to 
make temporary adjustments between state and 
county institutions for the tuberculous by ais. 
ing per diem payments required of the unorgan- 
ized counties for patients sent from their coun- 
ties to the state sanatorium. 


Committee Dissolved 


Résumé of the brief career of the Committee 
to Study Medical Services which was organized 
last fall at the request of the Minnesota State 
Conference on Social Work was given to the 
Council by Dr. George Earl of Saint Paul. 

This committee, designed at its inception as 
a conference committee, was expanded to include 
equal representation from all of the organiza- 
tions engaged in medicine and public health 
work as a result of action inspired by physicians, 
hospital executives, public health officials and 
dentists of the state, all of whom rightly con- 
sidered that their associations might have some- 
thing substantial to offer such a study. 

At its first meeting, this representative group 
found itself baffled by the magnitude of the task 
and a total lack of funds. At the second meeting 
the field of study was narrowed to include only 
medical services in the state for the indigent 
and each organization was requested to pro- 
vide any available studies or summaries on this 
subject for consideration of the committee. The 
Minnesota State Medical Association, through its 
representatives, Dr. Earl, Dr. W. A. Coventry of 
Duluth and Dr. A. W. Adson of Rochester, duly 
presented a careful summary of the evolution 
of medical services for the indigent in Minne- 
sota, noting its weak points and making recom- 
mendations for improvement. No other organi- 
zation presented any data whatever and at the 
third and final meeting of the committee the 
majority of the members came to the conclu- 
sion that it was medical services to low-income 
groups which should really engage their atten- 
tion, after all—not medical services to the in- 
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digent. But any useful survey of the actual 
extent of medical services for low-income groups 
would require funds. So they dissolved by mu- 
tual agreement until such time as their respec- 
tive organizations—or somebody else—should 
supply them with funds. 

The history of this effort might well serve as 
a warning to other equally casual attempts to 
solve complicated social problems. As a matter 
of fact, surveys of medical care have taxed the 
most experienced and intrepid investigators even 
where they have been equipped with unlimited 
funds. It may be that any extra funds which 
might in the future be found by the participating 
organizations could be put to better use. 


Deainess Bill Approved 


A bill to provide a statewide program for 
selection, medical correction and educational ad- 
justment of children with impaired hearing was 
presented by Dr. Horace Newhart, of Minne- 
apolis, chairman of the Committee on Deafness 
Prevention. The Council approved it in prin- 
ciple and referred it for further action to the 
Committee on Public Policy. 


















































MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Julian F. DuBois, M.D., Secretary 
Ex-convict and Quack Returned to Minneapolis 
Workhouse to Serve Balance of Sentence 
Re: State of Minnesota vs. Frank J. Brady, alias Frank 
Bateman 


On March 23, 1943, the Honorable Frank E. Reed, 
Judge of the District Court of Hennepin County, made 
an order revoking a stay of sentence previously grant- 
ed Frank J. Brady, fifty-seven years of age, and order- 
ing Brady taken to the Minneapolis Workhouse to 
serve ten months remaining on a sentence imposed 
July 7, 1941. 

Brady was released from the Minneapolis Work- 
house September 20, 1941, after serving 2!%4 months of 
a one-year sentence for practicing healing without a 
basic science certificate. Brady was released so that 
he could obtain employment with the Dakota Union 
Terminal at Fargo, North Dakota. Brady+was also 
required to remain out of the State of Minnesota for 
a period of five years. This condition was violated by 
Brady when he returned to the City of Minneapolis 
and his presence was reported to the Minnesota State 
Board of Medical Examiners on March 20, 1943. 
Through the codperation of Mr. Michael J. Dillon, 
County Attorney of Hennepin County, the Minneapolis 
Police Department and Sheriff Earle Brown, Brady 
was immediately arrested and lodged in the Hennepin 
County Jail. Three days later he was ordered returned 
to the Minneapolis Workhouse by Judge Reed and 
will now have to serve his entire sentence. 


Aprit, 1943 
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Brady has a long criminal record dating back to 
1922 when he pleaded guilty in the District Court of 
Ramsey County to an information charging him with 
grand larceny in the second degree. In October, 1931, 
he pleaded guilty in the District Court of Hennepin 
County to the crime of manslaughter in the first degree, 
following the death of a woman from a criminal 
abortion. Brady served thirty-one months for the first 
offense and six years for the second offense. Brady’s 
ex-wife, Isabelle Bateman, also served three years in 
the Women’s Reformatory at Shakopee for criminal 
abortion. 


Minneapolis Drug Addict Sentenced to Five-Year 
Term in the Women’s Reformatory at Shakopee 
Re: State of Minnesota vs. Madelyn Houchins Trem- 
ont, alias Mrs. Charles Rayburn, alias Peggy Lane, 
alias Marguerite Moore, alias Rose Fields, alias 
Madelion Field, alias Madelyn Frances. 

On March 22, 1943, Madelyn Houchins Tremont, thir- 
ty-four years of age, was_sentenced by the Honorable 
Arthur W. Selover, Judge of the District Court of 
Hennepin County, to a term of not to exceed five 
years in the Women’s Reformatory at Shakopee. The 
defendant had pleaded guiity on February 9, 1943, 
to an information charging her with obtaining nar- 
cotic drugs by fraud, deceit and subterfuge. The de- 
fendant at the time of her arrest resided at 610 
Adams Street, N.E., Minneapolis. 


This defendant has a long criminal record of shop- 
lifting and numerous other offenses. She admitted hav- 
ing been addicted to the use of narcotic drugs for the 
past nine years. There is evidence, however, that she 
has used narcotic drugs for the past sixteen years. The 
defendant was first arrested in 1926 at Louisville, 
Kentucky. Since that time she has been arrested in 
Michigan, Ohio, and in 1939, the defendant was ar- 
rested at Fergus Falls, Minnesota, charged with grand 
larceny in the second degree, growing out of the al- 
leged theft by this defendant of a fur coat from one 
of the Fergus Falls stores, The coat was subsequently 
paid for and the defendant fined $50 and costs for 
petit larceny. In April, 1940, the defendant was ar- 
rested on a similar charge at St. Cloud. She paid 
for the coat and also made good a worthless check. 
On July 6, 1942, the defendant was found guilty of 
violating the Minneapolis City Drug Ordinance and 
sentenced to thirty days in the Workhouse. 

The Minnesota State Board of Medical Examiners 
wishes to commend Judge Selover for refusing to 
place the defendant on probation, notwithstanding her 
claim of being pregnant. The defendant’s record indi- 
cates, conclusively, that she will not free herself of 
drug addiction by any voluntary methods. It is also 
appalling that this defendant was able to obtain nar- 
cotic prescriptions from at least one member of the 
medical profession in Minneapolis with practically no 
difficulty whatsoever. Had the slightest effort been 
made by this physician the true identity of the de- 
fendant could have been ascertained at once through 
the Minneapolis office of the Federal Bureau of Nar- 
cotics. 


387 








MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Physicians Licensed February 13, 1943 
January Examination 
ALTMAN, Richard Fortune, U. of Nebraska, M.D. 1942, 
St. Joseph’s Hospital, Saint Paul, Minn. 


ARNESEN, John Francis, U. of Minn., M.B. 1942, Ancker 
Hospital, Saint Paul, Minn. 


Brack, William August, Temple University, M.D., 1940, 


Mayo Clinic, Rochester, Minn. 

CueEsLer, Merrill David, U. of Minn., M.B. 1942, Ancker 
Hospital, Saint Paul, Minn. 

ELitincson, Eugene Andrew, U. of Texas, M.D. 1940, 
Mayo Clinic, Rochester, Minn. 

FLICKINGER, Frederick Miles, Ohio State, M.D. 1941, 
Mayo Clinic, Rochester, Minn. 

GILBERTSON, Eva Labelle, Temple University, M.D., 1941, 
Mayo Clinic, Rochester, Minn. 

Gopwarp, Alfred Charles, U. of Minn., M.B. 1942, 5104 
Colfax Ave. S., Minneapolis, Minn. 

GREEN, Walter Stanley, U. of Southern California, 
M.D. 1942. Mayo Clinic, Rochester, Minn. 

Hacan, Edward Jordan, Rush, M.D. 1942, Ancker Hos- 
pital, St. Paul, Minn. 

HaAnton, George Henry, Jefferson, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

Hartwicu, Roger Frank, U. of Minn., M.B. 1942, Mil- 
waukee Co. Hosp., Wauwatosa, Wis. 

Herm, Delmer John, Wayne, M.D. 1942, 2644 Fremont 
Ave., Minneapolis, Minn. 








Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique starting April 19, May 3, 17, and 31, and 
every two weeks throughout the year. 

MEDICINE—Two Weeks’ Intensive Course starting 
June 7. One-Month Course in Electrocardiography 
and Heart Disease starting the first of every month, 
except August. 

FRACTURES AND TRAUMATIC SURGERY—Two 
Weeks’ Intensive Course starting June 14. 

GY NECOLOGY—Two Weeks’ Intensive Course starting 
June 28th; Clinical and Diagnostic Courses. 

OBSTETRICS—Two Weeks’ Intensive Course starting 

April 19. 

OPHTHALMOLOGY—Two Weeks’ Intensive Course 
starting September 13. Course in Refraction Methods 
starting May 3. 

OTOLARY NGOLOGY—Two Weeks’ Intensive Course 
starting September 27. 

ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-ray Therapy every week. 

UROLOGY—Two Weeks’ Course and One-Month 
Course available every two weeks. 

CoaeSree 6 Senay Practical Course every two 
weeks. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago, Ill. 
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HENDERSON, Lowell Lawrence, Indiana U., M!). 194 
Mayo Clinic, Rochester, Minn. : 

Hinz, Walter Ernest, Northwestern, M.B. 1942, \ncker 
Hospital, Saint Paul, Minn. 

Hoyer, Louis Paul, Jr., U. of Pa, M.D. 1940, Mayo 
Clinic, Rochester, Minn. 

Kasat, Herman, U. of Minn., M.D. 1942, 1512 7th St 
S. E., Minneapolis, Minn. 

Lerpotp, Edwin Francis, Marquette, M.D. 1942, S. 
Mary’s Hospital, Duluth, Minn. 

LeITscHUH, Thomas Henry, U. of Minn., M.13. 1942 
St. Mary’s Hospital, Duluth, Minn. 

Lewis, Richard Edwin, U. of Minn., M.B. 1942, Ancker 
Hosp., Saint Paul, Minn. 

Lonc, Russell C., U. of Cincinnati, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

McKisstn, John Philip, Northwestern, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

MALBIN, Morris, Rush, M.D. 1938, U. Hosp. Cancer In- 
stitute, Minneapolis, Minn. 

MELToN, Thomas June, Jr., Tulane, M.D. 1940, Mayo 
Clinic, Rochester, Minn. 

MENOLD, William Fredrick, U. of Minn., M.B. 1942, 
St. Joseph’s Hospital, Saint Paul, Minn. 

MILLER, Sidney, Johns Hopkins, M.D. 1940, Mayo Clinic, 
Rochester, Minn. 

MonaHAN, Robert Hugh, Jr., U. of Minn., M.B. 1942, 
Miller Hospital, Saint Paul, Minn. 

Morton, Paul Vanderhoff, McGill, M.D. 1940, Mayo 
Clinic, Rochester, Minn. 

Nesset, Lawren Blane, U. of Minn., M.B. 1942, Gen- 
eral Hospital, Minneapolis, Minn. 

Peterson, Carl Andrew, U. of Minn., M.B. 1942, Ancker 
Hospital, Saint Paul, Minn. 

Puares, Otto Carmony, U. of Minn., M.B. 1942, Gen- 
eral Hospital, Minneapolis, Minn. 

REGAN, Joseph Michael, Marquette, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

REMINGTON, John Paul, U. of Minn., M.B. 1942, Ancker 
Hospital, Saint Paul, Minn. 

RossBerGc, Raymond Arnold, U. of Minn., M.B. 1942, 
Ancker Hospital, Saint Paul, Minn. 

RowLanpb, Willard Daniel, Washington Univ., M.D. 
1940, Mayo Clinic, Rochester, Minn. 

Rucu, Donald Merrill, U. of Rochester, M.D. 1941, 
Mayo Clinic, Rochester, Minn. 

SHERIDAN, Richard Brinsley, Yale, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

SmitH, Scott Meadows, U. of Louisville, M.D. 1939, 
University Hospital, Minneapolis, Minn. 


By Reciprocity 

Watkins, David Hyder, U. of Colorado, M.D. 1940, 
Mayo Clinic, Rochester, Minn. 

CLARKSON, William Rycroft, Hahnemann, Pa., M.D. 
1940, Mayo Clinic, Rochester, Minn. 

O’Connor, William Benedict, St. Louis Univ., M.D. 
1942, 1163 Hague Ave., St. Paul, Minn. 

TossELAND, Noet Everett, St. Louis Univ., M.D. 1942, 
St. Mary’s Hospital, Duluth, Minn. 





National Board of Medical Examiners 

SENGPIEL, Gene William, Marquette, M.D. 1941, Mayo 
Clinic, Rochester, Minn. 

Tuomas, John Fulton, U. of Pa. M.D. 1940, Mayo 
Clinic, Rochester, Minn. 


Tice, George Irving, U. of Iowa, M.D. 1240, Mayo Clin- 
ic, Rochester, Minn. 
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In Memoriam 











WILLIAM BLACK 

Dr. William Black, for the past twenty-six years a 
practitioner at Mankato and prominent in club and 
fraternal organizations in that city, died February 13, 
1943, at the age of sixty-five. 

Dr. Black was born at Rossville, Indiana, January 
13, 1878, and graduated from the Frankfort, Indiana, 
High School in 1898. He received his B.A. degree from 
Wabash College at Crawford, Indiana, in 1903 and his 
medical degree from the University of Minnesota in 
1909. 

After practicing at Parkers Prairie, Minnesota, for a 
year and at Tyndale, South Dakota, from 1910 to 1915 
and at Gaylord, Minnesota, for two years he moved to 
Mankato in 1917 where he has since practiced. 

Dr. Black was prominent in the Masonic Lodge, was 
a patron of the Eastern Star, a member of the Kiwanis 
Club and the Elks Lodge. He was also a member of 
the Blue Earth County Medical Society, the Minnesota 
State Medical Association and the American Medical 
Association. At one time he was chief of staff of the 
Immanuel Hospital of Mankato. 

In 1910 Dr. Black married Lillian Bausman of Min- 
neapolis. Following her death in 1938 he married Evelyn 
Sumner Schrupp who survives him. Also surviving are 
two daughters, Lt. Mary Black of the WAAC and Mrs. 
Dorothy LaBrie of Minneapolis and four grandchildren. 





OTONIEL FLORES 

Dr. Otoniel Flores of Dodge Center, Minnesota, died 
at Rochester, March 5, 1943, at the age of fifty-five. 

Dr. Flores was born at Heridia, Costa Rica, August 
24, 1887. He received his early education in Costa Rica 
and obtained a B.A. degree from the Liceo De Heridia 
in 1912. He attended the University of Pennsylvania 
Medical School from 1914 until 1917 and obtained his 
medical degree from the University of Loyola, Chicago, 
in 1918. 

Dr. Flores spent six months in practice with Dr. C. T. 
Granger at Rochester and a year at Claremont, Minne- 
sota, before establishing his practice at Dodge Center 
in 1921. In 1926 he became a naturalized citizen of the 
United States. From 1926 to 1933 he was Dodge County 
physician and from 1930 to 1932 was mayor of Dodge 
Center. He was also a member of the staff of the Owa- 
tonna Hospital, the Steele County Medical Sodiety, the 
Minnesota State and American Medical Associations. 
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IN MEMORIAM 


PRESCRIBE or DISPENSE ZEMMER PHARMACEUTICALS 
Tablets, Lozenges, Ampoules, Capsules, Ointments, etc. Guaran- 
teed reliable potency. Our products are laboratory controlled. 
Write for catalogue. 


THE ZEMMER COMPANY, Onkland Station, Pittsburgh, Pa. 
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He was a member of the Catholic Church and held 
membership in the Commercial Club of Dodge Center. 
His hobby consisted of wood working. 

Dr. Flores married Minerva Benson, February 25, 
1921, in Joliet, Illinois. He is survived by his widow 
and two daughters, Graciela M. and Virginia M. Flores, 
and a brother, Dr. M. A. Flores of Rosemount, Minne- 
sota. 

FRANCIS GUSTAVE LAGERSTROM 

Dr. Francis Gustave Lagerstrom, Minneapolis, died 
March 13, 1943, at the age of sixty-seven. 

Dr. Lagerstrom was born in Sweden in 1875, but 
came to this country fifty years ago. He received his 
medical education at the Kansas Medical College, To- 
peka, Kansas, completing the course in 1899. 

After practicing at Lindstrom, Minnesota, for nine 
years, he moved to Minneapolis where he practiced un- 
til his retirement several years ago. 





GUSTAV H. LUEDTKE 

Dr. Gustav H. Luedtke of Fairmont died at his home 
March 18, 1943. 

Dr. Luedtke was born November 18, 1870, in Blue 
Earth County, Minnesota. He received his early educa- 
tion at Mankato and his medical education at the Uni- 
versity of Minnesota, graduating in 1899. 

He served in the Medical Corps of the United States 
Army for twenty months during World War I and 
was a member of the Blue Earth Valley Medical So- 
ciety and the Minnesota State and American Medical 
Associations. 

CHARLES W. SIMISON 

Dr. Charles W. Simison, a resident of Hawley, Min- 
nesota, for the past thirty-five years, died March 6, 1943, 
in a Moorhead hospital following an illness of two 
years. 

Dr. Simison was born in Mercer, Pennsylvania, April 
3, 1878. After engaging in milling in Clinton, Missouri, 
for a number of years he attended the University of 
Missouri where he received his medical degree in 1907. 

Dr. Simison practiced in Frazee, Minnesota, for a 
year before moving to Hawley in 1909. He served at 
one time on the Hawley Water and Light Commission 
and was a member of the sanitarium commission in Clay 
and Becker Counties. He was a member of the Clay- 
Becker County Medical Society and of the Minnesota 
State and American Medical Associations. He was also 
a member of the Methodist Church. 

Surviving him are Mrs. Simison and three sons, Dr. 
Carl Simison of Barnesville, Dr. E. Victor Simison of 
Pocatello, Idaho, and Parker C. Simison, a pharmacist, 
of Warren, Michigan. 
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¢ Reports and Announcements +¢ 





WAR CONFERENCE 

The medical, surgical and industrial hygiene experts 
who are so ably safeguarding the well-being of more 
than 20 million industrial workers have agreed to pool 
their knowledge and exchange their experiences regard- 
ing the many new and complex problems of today’s 
wartime production. For this purpose their organiz- 
ations—the American Association of Industrial Phy- 
sicians and Surgeons, the American Industrial Hygiene 
Association, and the National Conference of Govern- 
mental Hygienists—are combining their annual meet- 
ings in a four-day “War Conference” at Rochester, New 
York, May 24-27, 1943. Among the problems to be 
discussed from a practical standpoint are: 


The mass entry of women into industry; 

Older-age émployes, with their various associated 
problems; proper placement and employability consid- 
erations of the 4F rejectees; 

Rehabilitation and proper employment of those al- 
ready discharged from the military services because of 
disabling conditions ; 

Toxic and other hazards from new substances, new 
processes, and the use of substitute materials; 

Absenteeism; fatigue; nutrition; 

Effects of long hours; double shifts; two-job work- 
ers; overtime; increased industrial accident rates; 


Advances in the treatment of illnesses and injuries, 
and many others. 

This joint meeting will be a report on the state of 
the nation, by the men who know, in matters of in- 
dustrial health. Dr. William A. Sawyer, Medical Di- 
rector of Eastman Kodak, is General Chairman; Dr. 
James H. Sterner and Lieut. Comm. J. J. Bloomfield 
are arranging the programs for the industrial hygienists. 

Physicians and surgeons, hygienists, engineers, nurses, 
executives—all who are interested in the probems of 
industrial health and their solution—are invited to at- 
tend as many of the sessions as they can arrange for; 
no registration fee is required. 


MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 


The regular meeting of the Minnesota Society of 
Neurology and Psychiatry was held at the Town and 
Country Club, Saint Paul, Tuesday, March 9, 1943. The 
dinner meeting was addressed by Dr. Miland E. Knapp 
on the subject, “The Physiological and Pathological 
Basis of the Kenny Concept of Poliomyelitis.” Dr. Al- 
fred W. Adson is president of the Society and Dr. 
Royal C. Gray, secretary-treasurer. 








Treatment Room 








Radiation Therapy Institute 





You are cordially invited to visit the Radiation 
Therapy Institute and inspect its facilities 


| Edward Schons, M.D., Director J.P.Medelman,M.D., Associate Director 


of Saint Paul 


CHARLES T. MILLER 
HOSPITAL 


Facilities for Radium and Roentgen Ther- 
apy, Including Million Volt Constant 
Potential Installation of Most 
Advanced Design. 
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86c out of each $1.00 gross income 
used for members benefit 
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LIBERAL HOSPITAL EXPENSE aaee 
COVERAGE pong 
$5,000.00 ACCIDENTAL DEATH For 
$25.00 weekly indemnity, accident and sickness $32.00 

per year 
$10,000.00 ACCIDENTAL DEATH oe 
$50.00 weekly indemnity, accident and sickness . 

per year 
$15,000.00 ACCIDENTAL DEATH For 
$75.00 weekly indemnity, accident and sickness 496-00 

per year 





41 years under the same management 
$2.418,000.00 INVESTED ASSETS 
$11.350,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
of our members. 
Disability need not be incurred in line of duty—benefits 
rem the beginning day of_disability. 
Send for applications, Doctor, to 


400 First National Bank Building Omaha, Nebraska 











SURGEONS’ TAPE REMOVER 


¢ EASY TO APPLY ° 
* INEXPENSIVE TO USE * 


Include a Bottle with your 
Next Order. 


Per Pint 60c 


BROWN & DAY, INC. 


St. Paul, Minnesota 
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WASHINGTON COUNTY SOCIETY 
The regular meeting of the Washington County Med. 
ical Society was held on March 9 at Stillwater. 
After the regular business had been transacted, and a 
report given of the County Officers’ Meeting in Saint 
Paul, Dr. Edward Schons of Saint Paul gave a talk 


on “X-ray Treatments.” He presented this highly scien- 
tific subject in a thorough and interesting manner, 


MINNESOTA ACADEMY OF MEDICINE 

The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, January 13, 1943. Din- 
ner was served at 7 p.m. and the meeting was called 
to order at 8:10 p.m. by the President, Dr. Harry 
Zimmerman. 

Forty-eight members and two guests were present. 

There was no new or old business to come before 
the Society, and the reading of the minutes of the 
December meeting was dispensed with. 

Dr. Martin Norpianp, Minneapolis, then gave his 
address as Retiring President, which consisted of a 
lantern slide talk on “Unusual Lesions of the Neck.” 

E. V. Kenericx, M.D., Secretary. 


INVALID DIETS AND FOOD RATIONING 

Of interest to all who are concerned with diets for 
invalids is Ration Order 13, issued by the Office of 
Price Administration under the date of February 9, 
1943. This order covers all canned, dried, and frozen 
fruits and vegetables. 

Article II, Section 2.5 of the order reads as follows: 

“Consumers who need more processed foods because 
of illness may apply for more points. 

(a) Any consumer whose health requires that he have 
more processed foods than he can get with War Ra- 
tion Book Two, may apply for additional points. The 
application must be made, on OPA Form R-315, by 
the consumer himself or by someone acting for him, 
and may be made in person or by mail. The applica- 
tion can be made only to the board for the place where 
the consumer lives. He must submit with his applica- 
tion a written statement of a licensed or registered 
physician or surgeon, showing why he must have more 
processed foods, the amounts and types he needs dur- 
ing the next two months, and why he cannot use un- 
rationed foods instead. 

(b) If the board finds that his health depends upon 
his getting more processed foods, and that he cannot 
use or cannot get unrationed foods, it shall issue to 
him one or more certificates for the number of points 
necessary to get the additional processed foods he needs 
during the next two months.” 

The application form referred to above, OPA Form 
R-315, is apt to be somewhat confusing to patients. 
It is titled “Sugar Special Purpose Application” and was 
developed primarily to meet the need for home canning. 
It is being used temporarily, until a more adequate form 
can be gotten out. 

It is anticipated that the procedure indicated in Sec- 
tion 2.5 above may be changed somewhat in the future, 
in which case due notice will be provided. 
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WOMAN'S AUXILIARY 


Mrs. RayMmonp J. Josewski, President 
Stillwater, Minnesota 
Mrs. W. H. Rucker, Publicity Chairman 
Minneapolis, Minnesota 





State Board 

The Woman’s Auxiliary of the Minnesota State 
Medical Association held its midwinter board meet- 
ing, February 26, in Saint Paul, at the Women’s City 
Club. 

The reports of the county presidents 
showed the various interests of the doctors’ wives in 
Aside from surgical dressing groups, 
nutrition, home nursing and first aid classes, the county 
groups are sponsoring speakers’ bureaus as 
their public relations plans. 


inspiring 
these war days. 
part of 
and very worthy projects this year are 


f and surgical 
Society and thé staffing of booths selling war stamps 


Two new 


the collections for the medical Relief 
and bonds. 

Mrs. E. C. Eshelby of Saint Paul was appointed to 
represent the State Medical Auxiliary on the Civilian 
Defense Board. 

A nominating committee was elected with Mrs. H. 
Klein of Duluth, chairman. 


St. Louis County 

The regular monthly luncheon meeting of St. Louis 
County Medical Auxiliary was held March 9 at the 
home of Mrs. A. G. Spang of Duluth. The speaker 
was Dr. C. A. Shere, County Health Officer, who gave 
a survey of health conditions in St. Louis County. Mrs. 
Richard Bardon, one of the auxiliary members, then 
spoke on the American Red Cross. 


Park Region 

The Park Region Auxiliary voted to pay dues for 
the six members whose husbands are in the armed 
Mrs. Lewis, president, attended the midwinter 
State Board Meeting in Saint Paul. 

A large number of auxiliary members attended the 
lecture given by Dr. William A. O’Brien at a banquet 
meeting at the River Inn in Fergus Falls on March 1. 


forces. 


Hennepin County 

The March meeting of the Hennepin County Auxil- 
iary was devoted to discussion of gardens for victory 
led by Dr. Currence from the University Farm Campus. 

Mrs. J. M. Hall, vice president of Hennepin County 
Auxiliary, is completing the year’s work for Mrs. 
James A. Johnson who has been ill. 

The membership is looking forward to entertaining 
the State Auxiliary in May in Minneapolis. 


Upper Mississippi 

Mrs. C. E. Carlson of Aitkin was elected president 
of the Upper Mississippi Women’s Auxiliary at a meet- 
ing held in February. Mrs. J. J. Radcliff of Aitkin was 
chosen president-elect; Mrs. T. Eyres of Pequot Lakes, 
vice president; Mrs. Glen Leenhuis of Aitkin, secretary, 
and Mrs. W. E., Fitzsimons of Brainerd, reélected treas- 
urer, 
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| provide the required degree of ab- 


WAR WORKERS 


put back on jobs quickly 
when you prescribe a 


SPENCER SUPPORT 

as aid to treatment of 
HERNIA 
FATIGUE 


Due to Overwork 


ENTEROPTOSIS 
With Symptoms 


LOW VITALITY 
BACK INJURY 


POSTOPERATIVE 


Convalescence 


WRONG POSTURE 
and Symptoms 





Spencer Sacroiliac Support 
designed for this woman. 


Since each Spencer Sup- 
port is individually designed 
of non-stretchable material 
to meet the specific needs of the 
patient, it can be—and IS—guaran- 
teed never to lose its shape. Why 
prescribe a support that soon 
stretches out of shape and becomes 
useless? 


Spencers are light, comfortable, 
easily laundered. Every Spencer is 
designed to improve posture and 


dominal and back support. 


Spencer Supports are never sold 
in stores. For a Spencer Specialist, 
look in telephone book under 
“Spencer Corsetiere” or write di- 
rect to us, 


SPENCE 





Spencer Sacroiliac Sup- 
port designed for this 
man. 


INDIVIDUALLY 
DESIGNED 














SPENCER INCORPORATED, 

137 Derby Ave., New Haven, Conn. May We 
In Canada: Rock Island, Quebec. Send You 
In England: Spencer (Banbury) Ltd., Banbury, Oxon. Booklet? 
Please send me booklet, “How Spencer Supports 


Aid the Doctor’s Treatment. 
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+ Of General Interest + 





Lieutenant Wilford F. Widen of Minneapolis has 
been assigned to the U. S. Naval Hospital at San Diego, 
California. 

eas 

Dr. and Mrs. Harry C. Jensen of Minneapolis are 
spending the midwinter months on vacation in Miami, 
Florida. 

* * * 

Dr. T. J. Bloedel closed his offices in Gaylord, March 1, 
to become associated in practice with Dr. A. Neumeier 
at Glencoe. 

*x * . 

Dr. R. T. Edwards, who has practiced medicine at 
Elysian since 1914, left in March for Bigfork, Montana, 
where he will make his home with his sister. 

es 2 

Dr. T. G. Wellman of Lake City is now stationed 
with the Medical Corps of the Army Air Corps at 
Miami Beach, Florida. Dr. Wellman has the commis- 
sion of First Lieutenant. 

* * * 

Dr. R. L. Schmidtke recently became associated in 
practice with Dr. F. E. Burch of Saint Paul and is in 
charge of the ophthalmology clinic at the Wilder Dis- 
pensary, Saint Paul. 


— 


Dr. A. A. Giroux, formerly of Moose Lake, has 
moved to Grove City, where he will continue the prac. 
tice of medicine. 

* * * 


Dr. Carl W. Waldron of Minneapolis has been ap- 
pointed editor of The Journal of Oral Surgery, a new 
publication sponsored by the American Dental Associa- 
tion. 


x * * 


Dr. Laurence H. Cady has been elected chief of staff 
of St. Andrew’s Hospital, Minneapolis. Dr. Ragnar T. 
Soderlind was elected vice president and Dr. Ferdinand 
A. Zinter, secretary-treasurer. 

or 


Dr. F. C. Gibbons of Comfrey is building a hospital 
with a capacity of twelve rooms, increasing his office 
space and allowing six rooms for the accommodation 
of patients. Construction of the building was begun in 
March. 


* * * 
Dr. H. A. Burns, formerly director of the State Sana- 


torium at Ah-Gwah-Ching, has been placed in charge 
of tuberculosis problems in all State Institutions. He 
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OF GENERAL INTEREST 


is succeeded at Ah-Gwah-Ching by Dr, F. F. Callahan, 
formerly head of the Pokegama Sanatorium, Pokegama. 
x * * 


Dr. Gordon R. Kamman of Saint Paul read a paper 
before the American Orthopsychiatric Association in 
New York City, February 22, 1943. The title of his 
paper was “The Rohrschach Method as a Therapeutic 
Agent.” 

e £ * 

Dr. D. L. Jacobs of Willmar has been commissioned 
a Lieutenant (sg) in the United States Navy Reserve 
and reported for duty at San Diego, California, April 5. 
Dr. Jacobs has been associated in practice with his 
father, Dr. J. C. Jacobs, at Willmar since 1935. 

* * * 

Lieutenant Lynn M. Hammerstad, flight surgeon at- 
tached to the naval aviation cadet selection board, has 
been ordered to duty in the western Pacific war theater. 
Lieutenant Hammerstad was on the staff of the Min- 
neapolis General and Swedish Hospitals, Minneapolis, 
before entering the Navy in 1939. 

k * * 

Lt. Col. Richard B. Hullsiek, Saint Paul, who has 
been medical officer for Selective Service for Minne- 
sota, left March 4 for duty in the Seventh Service 
Colonel Hullsiek has been with 
the National Guard since 1927. He is succeeded in 
Minnesota by Major Robert Radl. 


Command, Omaha: 


* * * 

Dr. Wm. C. Heiam, the first physician to locate in 
Cook, Minnesota, recently completed his fifteenth year 
of practice in this northern Minnesota town. Me started 
his practice in a one-room office, to which more rooms 
were added later, now forming the present hospital 
building in Cook. 

* * * 

With the winning of his “wings” by Major Edwin G. 
Benjamin, the Hennepin County Medical Society now 
numbers five flying members, namely—Major Benjamin, 
Lieutenant Colonel Lawrence Larson, Lieutenant Fred- 
eric Wipperman, Lieutenant Commander Edward Colp 
and Major Reuben Berman. 

* © 6 


Dr. Herman O. McPheeters is the new president of 
the Minneapolis Surgical Society, succeeding Dr. Rich- 
ard R. Cranmer. Other officers elected are: Dr. Daniel 
A. MacDonald, vice president; Dr. Robert F. McGandy, 
treasurer; Dr. John M: Feeney, secretary, and Dr. Fred 
A. Olson, recorder. 


. 


* * * 

The following subjects were presented at the Inter- 
departmental Seminar of the Medical School held in 
the Eustis Amphitheatre, University of Minnesota, 
Wednesday evening, March 24: 

“Unusual Association of Familial Hemolytic Jaundice 
and Subacute Combined Degeneration in Elderly Man”— 
C. J. Watson, M.D., Department of Medicine. 

“Calcium and Phosphorus Balance Studies in a Case 
of Idiopathic Hypoparathyroidism”’—R. G. Sprague, 
M.D., and M. H. Power, Ph.D., Mayo Foundation. 

“Experimental Mammary Cancer in Mice”—John Bitt- 
ner, Ph.D., Division of Cancer Biology, Medical School. 
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B.A., M.D., F.A.C.S., F.A.P.S. Professor of Proc- 


BOOK REVIEWS tology, Baylor University, Dallas, Texas. 345 pages. 
Illus. Price $3.50, cloth. Philadelphia: J. B. Lippin- 

Books listed here become the property of the Ramsey, cott Co., 1943. 

Hennepin and St. Louis County Medical libraries when 

gage yan nggen args | SS a = CHEMOTHERAPY OF GoNOococcic INFECTIONS. Russell D, 

to physicians. Herrold, B.S., M.D. Associate Professor of Surgery 

(Urology), College of Medicine, University of Ilh- 

nois, Chicago. 137 pages. Price, cloth, $3.00. Saint 


tis: C. V. Mosby Co. 
BOOKS RECEIVED FOR REVIEW Louis: C. 'V. Mosby Co., 195 


ANNUAL Reprint of the Reports of the Council on HE PRINCIPLES AND PRACTICE OF W "s SURGERY. J, 
Pharmacy and Chemistry of the American Medical Trueta, M.D. Formerly Director of Surgery, Gen- 
Association for 1941, with the Comments That Have eral Hospital of Catalonia, University of Barcelona; 
Appeared in the Journal. Price $1. Chicago: Ameri- Assistant Surgeon (E.M.S.), Wingfield-Morris Ortho- 
an Medical Association, 1942 pedic Hospital, Oxford; Acting Surgeon-in-Charge, 
— r ' ‘ Accident Service, Radcliffe Infirmary, Oxford. With 

LaucH At THE LAwyEeR WuHo Cross-EXAMINES You! introduction by Owen Wangensteen, M.D., Minne- 
Charles L. Cusumano, LL.B., of the New York Bar. apolis, Minnesota. +41 pages. Illus. Price, cloth, 
375 pages. Price, cloth $3.00. New York: Old $6.50. St. Louis: C. V. Mosby Co., 1943. 

Faithful Publishing Co., 1942. Sg DR TAT SII 

FUNDAMENTALS OF PSYCHIATRY. Edward A. 


“ Strecker, M.D., Se.D., F.A.C.P. 201 pages. Illus. 
criptions of the articles which stand accepted by the Price, $3.00. Philadelphia; J. B. Lippincott Co., 1942. 
Council on Pharmacy and ee of the American : si 
Medical Association on Jan. 1, 1942. Cloth. Price, Dr. Strecker has written a concise presentation of 


postpaid, $1.50. Pp. 071—XCV i, Chicago: American the modern concept of psychiatry and its relationship 
Medical Association, 1942. 


to all fields of medicine. It will be of great practical 

ESSENTIALS OF ProctoLocy. Harry E. Bacon, B.S., value to the medical student as well as to all doctors 
M.D., F.A.C.S., F.A.P.S. Professor and Head of 
Department of Proctology, Temple University Medi-_. - iss : sella ail 
cal School and Hospital; Head of Department of ‘8% because OF Bs lack of abstract — and psychiatric 
Proctology, St. Mary’s Hospital; Consulting Proc- patter in general. It is these faults which usually cause 
tologist, Rush Hospital, National Stomach Hospital, the average person to abhor psychiatry, and Dr. Streck- 
Douglass Hospital, Mercy Hospital, and Paul Kim- 
ball Hospital, Lakewood, N. J.; Fellow International é , 
College of Surgeons. Introduction by Curtice Rosser, —W. A. Cartey, M.D. 
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ot 7 A hospital for the care and treatment of 
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Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


Psychiatrists in Charge 
L. R. Gowan, M.D. A. S. Nissen, M.D. 

















VOCATIONAL HOSPITAL 


An integral part of the Miller Vocational High School 
offers two special features\—Patients receive a maximum 
of personal attention from student practical nurses—All 
food is prepared under the direction of a qualified dietitian. 
Patients remain under the care of their own physicians. 

Director of Nurses—M. H. WOLTMAN, R.N., B.S. 

Superintendent & Dietitian—H. B. BROWN, B.S. 


Physicians may secure services of Vocational nurses by call- 
ing Nurses Headquarters and asking for a Vocational Nurse 


Bridgeport 2281 
5511 South Lyndale - Minneapolis 

















—— AN TUMORS. Samuel H. Geist, M.D. New throughout the book. The illustrations are excellent. 
York: Paul B. Hoeber, Inc., 1942. 527 pages. Illus. In fact 
Price $10.50. 


, it is rare to see a photographer with such an 

esthetic sense in the arrangement of gallstones as in the 
This is a very important subject presented by a na- photograph on page 348. 

tional authority in a 500-page volume of very interesting 


It seems to this reviewer that the whole subject of 
reading. 


pathology could be simplified by classifying the diseases 

In the opening chapter the author presents the em- of organs under five headings: first, acute inflamma- 
bryology, the anatomy and the physiology of the ovary. tion; second, chronic inflammation; third, benign tu- 
Then he presents all the well-known as well as the rarer mors; fourth, malignant tumors; and fifth, anomalies, 
forms of ovarian tumors according to the embryological mechanical defects, etc. If the various organs were re- 
histologic structure from which they arise; a classifi- viewed in this manner, there would be much less repe- 
cation presented by Schroeder. Each tumor is dis- tition and students would have much better concept of 
cussed as to its frequency, gross and microscopical — the diseases of the various organs. It certainly helps the 
pathology, its clinical aspects and therapy. student to get a better grasp of the differential diagno- 

He has a chapter on ovarian tumors in children, one sis of diseases. The above paragraph is not meant as 
on ovarian tumors in pregnancy; a chapter on diagno- 4 Criticism of the volume, as the development of the 
sis and ene om treatment. subject is one of individual preference. 





His chapter on general considerations is very good This volume is highly recommended for an up-to-date 
and complete : review of pathology. 


\ very lengthy bibliography follows each chapter. CuHarLEs E, Rea, M.D. 





SYNOPSIS OF PATHOLOGY. By W. A. D. Ander- Uncorrected visual defects, that would cause pro- 
son. 661 pages, 294 test ~My and 17 color ductive deficiency, have been found in one person out 
plates. Price, $6.00. St. Louis: C. V. Mosby Com- of every four applying for work in certain factories. 
pany, 1942, 


This volume is an excellent condensation of the whole Ciba . ant a aren 

ee ee sa ap +s » alin aan Castor-bean growing will be greatly increased in 194, 
field of pathology. It is surprising that the author co with some 3,000,000 pounds of seed expected to be 
Pica produced this season from 10,000 acres in eight Mid- 
linkage of pathology with clinical medicine is stressed western states under a federal government plan. 


cover so much ground in such a compact volume. The 


\prit, 1943 397 
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Assistance to Physicians 














Social and Educational Adjustment 3 Hall & Anderson 


for exceptional children of all ages. 
Visit the school noted for its work in ed- 


ucational development and fitting such PRESCRIPTION PHARMACY 
a. See. Oo BIOLOGICALS 
arate buildings for boys and girls. PHYSICIANS’ SUPPLIES 


Catalog by request. 


The MARY E. POGUE SCHOOL SAINT PAUL, MINN. 


98 GENEVA ROAD WHEATON, ILL. LOWRY MEDICAL ARTS BUILDING 
(NEAR CHICAGO) TELEPHONE: CEDAR 2735 
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CHECKING SERVICE ... 


The American ECONOMY Way UNUSUAL LENS GRINDING 


THE AMERICAN NATIONAL + 
BANK offers a NEW PLAN in Per- CATARACT, 
sona ecking Accounts. * 

This service is offered to those who : MYO-THIN 
would like to open a checking ac- and other difficult 
count but find it inconvenient to \~ 

~ a oe yee balance souuen Ss reg: and complicated 
ular checking accounts. A charge o 
7c is made for each check paid. alee lenses are ground to 
a nominal charge on deposits. extreme thinness and 
Open an account for any amount. 


THE AMERICAN NATIONAL BANK coomany Sy om 


expert workmen. 
BREMER ARCADE Free Member Federal Deposit 


7TH AT ROBERT Parking! surance Corporation QRTHORE WILLIAMS SAINT PAUL 
Cedar 0573 2 MINNESOTA 
= — 
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Save 


Druggists’ Mutual Insurance Company Prompt 
25 to 40 OF IOWA, ALGONA, IOWA Loss 
Per Cent Fire . Tornado 


Automobile Insurance Service 


Minneapolis Branch—S. E. STRUBLE, 835 Palace Bldg Home Office—Algona, lowe 


MINNESOTA MEDICINE 





